
     

COURSE APPLICATION FORM (Individual) 
 

Please complete this form and ensure all details are correct. 
Send the completed form to the address at the bottom of this form. 

Confirmation of your place will be forwarded to you as soon as possible. 
    
TITLE OF COURSE 

 

 FIRST NAME 

ADDRESS

TICK      YES                           NO 

LAST NAME

DATE OF BIRTH 

TELEPHONE NO(s)

EMAIL 

SEND THIS FORM TO: 
 
LONDON HYPERBARIC MEDICINE LTD 
WHIPPS CROSS UNIVERSITY HOSPITAL 
WHIPPS CROSS ROAD 
LEYTONSTONE 
LONDON E11 INR 
TEL: 0208 539 1222 
FAX: 0208 539 1333 
E-mail: mail@londonhyperbaric.com 
Web-site:www.londonhyperbaric.com 

DATE OF COURSE 

 

SIGNATURE OF APPLICANT 

DATE 

TICK YES NO

COURSE FEE ENCLOSED 

OTHER INFORMATION 
 
Contact us if you need further information on 
this course.  London Hyperbaric Medicine Ltd 
cannot be held responsible for loss or damage 
to any personal belongings, vehicles or injury 
caused to applicants. 
 
Accommodation details are enclosed. 

Please make your cheque payable to: 
London Hyperbaric Medicine Ltd 

FOR OFFICE USE ONLY: Entered on Register ………………..  Fee Paid………………………… 
     Receipt sent…………………………  Further details sent…………….. 

PASSPORT-SIZED PHOTO ENCLOSED


