
BOARD OF REGISTRATION
Canadian Institute of Public Health Inspectors, B.C. Branch

www.ciphi.bc.ca

2009 REGISTRATION RENEWAL FORM
(Please complete sections with a “ * “ only, unless information has changed, and return to the Re

* How many years have you been a member of CIPHI? ______ * Please tick this box if you are abl
receive electronic mail.

* 1. Name _____________________________________________________________________
Surname (Print in Full) First Name Middle I

2. Other Name __________________________________________________________________
(i.e. maiden name or name change)

3. Permanent Address ____________________________________________________________

City ____________________________ Province ____________________ Postal Code _____

4. Mailing Address (if different from above) __________________________________________

City ____________________________ Province ____________________ Postal Code _____

5. Phone Numbers: Home: (_____)_______________________ Office: (_____)______________

e-mail: ____________________________________________ Fax: (_____)_______________

6. Present Employer: _____________________________________________________________

7. Employers Address _____________________ City _____________ Prov _____ Postal Code _

CODE OF ETHICS

As a Member of the Canadian Institute of Public Health Inspectors, I acknowledge:
That I have an obligation to the science and arts for the advancement of Public Health. I will uphold the

of my profession, continually search for truths, and disseminate my findings; and I will strive to keep myse
informed of the developments in the field of Public Health.

That I have an obligation to the public whose trust I hold and I will endeavour, to the best of my ability,
their interests honestly and wisely. I will be loyal to the governmental division or industry by which I am re

That the enjoyment of the highest attainable standard of health is one of the fundamental rights of every
being without distinction of race, religion, political belief, economic, or social condition.

That being loyal to my profession, I will uphold the Constitution and By-laws of the Canadian Institute o
Health Inspectors and will, at all times, conduct myself in a manner worthy of my profession.

My signature hereon constitutes a realization of my personal responsibility to actively discharge t
obligations.

* 8. ________________________________________ _________________________________
Signature of Applicant Date of Application

I certify the above information to be correct and complete to the best of my knowledge.

Board of Registration
CIPHI, BC Branch
720, 999 W. Broadway
Vancouver, BC, V5Z 1K5
Phone:1-888-245-8180
Fax: 1-604-738-4080
e-mail:0ffice @ciphi.ca
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* 9. Have you ever been convicted of an indictable offense in connection with your work or place of
employment since you have become Registered? Yes _________________ No ____________________
If ‘yes’, please explain:
_____________________________________________________________________________________
_____________________________________________________________________________________

Ensure your application is accompanied by the necessary payment ($175.00)** made payable to
“C.I.P.H.I.” (or complete one of the following sections, 10, 11 or 12):

* 10. Charge my Registration Fee in the amount of $_________ to my credit card:
VISA MasterCard American Express

Account # __ __ __ __ / __ __ __ __ / __ __ __ __ / __ __ __ __ Expiry Date __ __ / __ __

Name on card ______________________________ Signature ______________________________

* 11. Payment has been made by Payroll Deduction (where it has been approved by employer): (Check
box)

** 12. Spousal: Attach two application forms (one for each individual) and subtract $30 from one
membership fee only. Please note that this is available to two public health inspectors residing at the
same address and note that only one subscription of the environmental health review (E.H.R.) journal will
be received.

FOR OFFICIAL USE ONLY

1. Date Application Received: ____________________________________________________________
(Month / Day / Year)

2. Payment enclosed: Yes _____________________________ No _______________________________

3. Method of Payment:
Cash Cheque Visa MasterCard Money Order Certified Cheque Payroll Deduction

4. Applicant meets all qualifications for Registration: Yes ______________ No ____________________
If ‘No’ give reasons:
__________________________________________________________________________________

5. Requirements to be met before “Registration is issued:
___________________________________________________________________________________

6. Date Application Approved / Rejected: ___________________________________________________
(Month / Day / Year)

7. Registration # _______________________________

8. _____________________________________________________________
Signature of Registrar
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