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ASSOCIAZIONE ITALIANA DI COLTURE CELLULARI


Associazione di Promozione Sociale


(AICC APS)�


AICC MEMBERSHIP REQUEST


(ORDINARY MEMBER)








SURNAME and NAME	_______________________________________________


TITLE (Prof./Dr./Ing./Sig.) ___________	DATE OF BIRTH ______________


City fo Birth____________________ Country ______________


Tax Code (codice fiscale/SSN) ______________________


INSTITUTE / BODY / COMPANY______________________________________________________


 Home Address: _____________________________________________________________________


Phone __________________________ E-MAIL _______________________________________


EDUCATION TITLE 


Degree in ___________________________________________________________________


Diploma of …_________________________________________________________________





YEAR OF ASSOCIATION: ___________


- NEW REQUEST 


- RENEWAL


AFFILIATION:


University         C.N.R.          Other Public Body                Industry                  Trade         Other 


(specify)___________________________________________________





MAIN AREA OF SCIENTIFIC INTEREST ..... ______________________________________________________________________________________________________________________________________________________________ 





DATE  ______________________		 SIGNATURE ____________________________





(Pursuant to Law 675/96, the data shown in this form will be used exclusively for the purposes set out in the Association's Statute).





Membership request must be sent to: aicc.meeting@gmail.com











