


With the undersigned information I desire to become a member of International Society of Regenerative
Medicine and Wound Repair.

Application form

Title

*First Name：

*Last Name：

*Address：

*City:

*Country:

*Email：

*Phone No.:

*Occupation: Doctor Nurse Specialist Other:

*Department Burn General Surgery Plastic Surgery
Dermatology Pediatrics Other:

*Affiliation Hospital: Company/Institute: Individual

All fields marked with * are mandatory

Signature:

Date:
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