Apunipima
Cape York
Health Council

(name in full)

of

(address)
hereby apply for membership of the Apunipima Cape York Health Council
Aboriginal Corporation.
| am over 18 years of age.
| am Male / Female. ( please circle one)

Community in which | reside or which | wish to be affiliated with (please circle
one only)

Kowanyama Pormpuraaw Aurukun
Napranum Umagico Mapoon
New Mapoon Injinoo Kaurareg
Hopevale Laura Cooktown
Lockhart River Mossman Coen
Wujal Wujal Port Stewart

(signature of applicant) (date)

Accepted by the Executive Committee as per minutes of meeting held on:

/ /

(signature of Public Officer) (date)




