
 

The British Society 
of Dental Sleep 

APPLICATION FOR MEMBERSHIP 
 
SURNAME  

FIRST NAME  

DATE OF BIRTH  

ADDRESS  

PRACTICE ADDRESS  

TELEPHONE NUMBER  

PRACTICE TEL NO  

MOBILE  

FAX  

EMAIL  

PROFESSION  

QUALIFICATIONS  

YEAR OF QUALIFYING  

GDC No (if appropriate)  

TYPE OF PRACTICE  

SPECIALIST FIELDS  

 

PLEASE RETURN TO THE BSDSM MEMBERSHIP SECRETARY, 4 THE 
PARADE, ALLINGTON DRIVE, STROOD. ROCHESTER, KENT. ME2 3ST. 




