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      PHILIPPINE LEAGUE AGAINST EPILEPSY, INC. 
Department of Neurosciences, Philippine General Hospital , Taft Avenue, Manila  1000 

Telefax :  (02) 525-4996 E-mail:  plaesecretariat@plae.org Webpage: www.plae.org 
 
MEMBERSHIP / APPLICATION FORM 

 
 

 
 Name:_________________ Middle Name: _____________Last Name:___________________ 
ation (Dr., Mr., Mrs., Ms., Prof.)_________________Profession:________________________ 
alty : ____________________________ Subspecialty__________________________________ 
nation (Academic/medical degrees) _______________________________________________ 

ominant Professional Activity_____________________________________________________ 
e of Institution:_________________________________________________________________ 
ess of Institution:_______________________________________________________________ 
l Code: _________Town / City: ______________Province:____________________________ 
emic Rank/Position: ____________________________________________________________ 
hone:_______________________Fax:________________E-mail:_______________________ 

c Address/Hours/Telephone:______________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 Address: _____________________________________________________________________ 

e Telephone No:_________________Mobile Phone No.________________________________ 
 

ational Background : (College / Postgraduate - Inclusive Years) 
______________________________________________________________________________ 
______________________________________________________________________________ 
ency/ Specialty Training: 
______________________________________________________________________________ 
______________________________________________________________________________ 

esidency / Subspecialty Training: 
______________________________________________________________________________ 
______________________________________________________________________________ 
ies:__________________________________________________________________________ 

 
 Committees / Services of the PLAE would you like to get involved with? 

 
 Advocacy      (     )  Health Care Delivery 

 Continuing Medical Education    (     )  Lay Education 
 

 Fund Raising      (     )  Research 
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