
Faculty of Pharmaceutical Medicine
of the Royal Colleges of Physicians of the United Kingdom

3rd Floor, 30 Furnival Street, London EC4A 1JQ
Tel: +44(0)20 7831 7662   Fax: +44 (0)20 7831 3513

e-mail: fpm@fpm.org.uk

APPLICATION FOR 
AFFILIATE MEMBERSHIP
Please complete all sections and submit with a copy  
of your current curriculum vitae.

Date received:

Recommendation of 
Education Committee:

Acknowledgement 

sent:

PERSONAL DETAILS

Title Surname First Name Other Names

Permanent Address Address for Correspondence (if different from permanent address)

City/Town City/Town

Country Country

Postal Code Postal Code

Telephone Number (include country and area code) Telephone Number (include country and area code)

Fax Number Fax Number

Email Address

Gender 	Male  		 Female Date of Birth (dd/mm/yy)

Country of Citizenship

REGISTRATION 

General Medical Council (GMC) UK Registration number

Date of full registration (dd/mm/yy)

Other registration (please indicate country)

Date of other registration (dd/mm/yy)

Are you a member of the Royal College of Physicians (UK)?	 Yes 		  No 

QUALIFICATIONS

UK Diploma in Pharmaceutical Medicine (please tick) Yes No 

Date awarded (dd/mm/yy)

Have you qualified as a Clinical Pharmacologist? 
(please tick) Yes No 



QUALIFICATIONS (continued)

Other degrees, diplomas, certificates, etc. Date awarded (dd/mm/yy) Issuing body

EMPLOYMENT You must attach a current curriculum vitae with details of your employment history

Date started in Pharmaceutical Medicine (dd/mm/yy)

CURRENT EMPLOYMENT

Post currently held Employer

Full or part time Date commenced (dd/mm/yy)

PREVIOUS EMPLOYMENT

Employer Title of post Full or part time Date commenced (dd/mm/yy)

DECLARATION

I would like to apply for Affiliate membership of the Faculty as indicated, and declare that the information given on this form is true 
to the best of my belief and knowledge.  I hereby consent to being admitted to membership of the Faculty and faithfully promise to 
abide by the Articles of Association of the Faculty and the Laws, Bye-Laws, Statutes and Regulations of the Colleges as they apply to 
members of the Faculty of Pharmaceutical Medicine.

Signature Date (dd/mm/yy)

Completed applications should be sent to the Faculty at the address overleaf

The Faculty of Pharmaceutical Medicine processes your personal data in connection with your membership of the Faculty. A list of 
the names of Faculty members organised by membership category and country of residence is published from time to time. We will 
occasionally send you information from selected third parties which relate to pharmaceutical medicine. If you would prefer not to 
receive such information please tick this box  ( 3  tick)  or notify us in writing at any time.
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