
Title: First Name: Surname:

Organisation:

Address:

Suburb: Postcode:

Work Phone:  (       ) Mobile:

E-mail:

I hereby apply to become a member of the above named incorporated association. If I am admitted as a member,  

I agree to be bound by the rules of The Coeliac Society of Western Australia, Inc. The annual membership 

subscription is valid for the current financial year, ending 30th June next year. When joining after 1st January the 

annual membership subscription will apply to the next financial year. 

I acknowledge that my personal information may be used as described below.

PRIVACY:  The Coeliac Society of Western Australia, Inc (CSWA) collects and uses your personal information to provide you with information about coeliac 

disease and the gluten free diet. To enable us to do this we may disclose your personal information to a mailing house and or contractor with whom we have a 

Privacy Agreement. Our Privacy Statement tells you how we collect, use and disclose your personal information and how you can ask for access to it.   

My professional interest in Coeliac Disease, Dermatitis Herpetiformis and/or gluten intolerance is as a:  
	 Doctor 	 Dietitian / Nutritionist

	 Retailer 	 Manufacturer

	 Alternative Health Practitioner 	 Caterer / Restaurateur

	 Educator / Library 	 Other (please state)

	 I am interested in receiving information on advertising in the West Australian “Silly Yak Chat” newsletter.

Signature: Date:

Associate Membership Application

OFFICE USE ONLY

Memb No.

Receipt	

Great Start Kit	

Other	

Date sent/taken

Unit 9B, 4 Queen Street, Bentley WA, 6102    |    Post Office Box 726, Bentley WA, 6982

tel (08) 9451 9255  |   fax (08) 9451 9266  |  email wa@coeliacsociety.com.au  |  web www.wa.coeliacsociety.com.au 

ABN: 61 929 446 242

Payment Details:

Please ensure that you have enclosed a cheque/money order payable to “The Coeliac Society of Western Australia, Inc.”  
or authorise the use of a credit card for the total amount owing below.

Membership $

Donation $ Donations of $2.00 and over are tax deductible

TOTAL to be paid $

Credit Card Type:	    MasterCard            Visa

Card Number:				    Expiry Date:                  /

Cardholder Name:				    Signature:		


