
 
New Membership/Renewal membership 
*Delete as appropriate 

Single Membership/Family membership 
*Delete as appropriate 

T’ai Tsung Membership & British Council For Chinese Martial 
Arts (BCCMA) Licence Application Form 
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Block Capitals Pleas
Mr/*Miss/*Ms/*Mrs/*Dr..........................................  ............................................. 
(Delete as appropriate)          Surname    Forename(s) 

ingle/Married/Etc.:...................................Nationality:.................................... 

ome Address:
.............................................................................................................. 
   
 
.............................................................................................................. 

ome Tel No:.............................. E-mail ……………………………….. 

ccupation:.............................................Work Tel No: ........................….. 

ate Of Birth:   � �    � � q� � � � Age:........... years.............months 
                                          D D           MM              Y Y Y Y      

embership Applied Through:  

nstructor(Print)................................. Signature:............................................ 

ame of your Doctor:
.................................................................................................... 

ddress of Surgery: ................................................................................................... 
   
................................................................................................... 

   Tel No:.................................. 
ealth Screening 

o you suffer from any of the following: Asthma  Blood Pressure   Diabetes    
pilepsy  

ther     Please give details: ………………………………………………………………… 

mergency Contact Person 
ame: ___________________  Relationship_________________ Tel No. ________ 

ddress _____________________________________________________________ 
______________________________________________________________ 

ignature of Applicant or Parent/Guardian 
f applicant is a minor)_______________________________ Date__________ 


	Health Screening
	Emergency Contact Person


