
Association of Optometrists 

HOSPITAL OPTOMETRISTS COMMITTEE 
NOMINATION FORM FOR 2011-12 

 

 

CANDIDATE   Full name __________________________________________________ 
 

  Address  __________________________________________________ 
 

  __________________________________________________ 
 

  __________________________________________________ 
 

I hereby declare that I am a fully paid up Member of the Association of Optometrists and that  
I currently hold an appointment as a hospital optometrist employee of, 
 

(Title of NHS Trust, Health Authority or Health Board.) ________________________________________  
 

I confirm that if elected I am willing to serve on the Hospital Optometrists Committee for a period of 
twelve months from the 2011 Annual General Meeting of the Association. 
 

Signature    _______________________________________  Date  ___________ 
 

 

PROPOSER   Full name __________________________________________________ 
 

  Address  __________________________________________________ 
 

  __________________________________________________ 
 

  __________________________________________________ 
 

I hereby declare that I am a fully paid up Member of the Association of Optometrists and that I 
currently hold an appointment as a hospital optometrist employee of, 
 

(Title of NHS Trust, Health Authority or Health Board.) ________________________________________  
 

I confirm that I hereby propose this candidate to serve on the Hospital Optometrists Committee. 
 

Signature    _______________________________________  Date  ___________ 
 

 

SECONDER   Full name __________________________________________________ 
 

  Address  __________________________________________________ 
 

  __________________________________________________ 
 

  __________________________________________________ 
 

I hereby declare that I am a fully paid up Member of the Association of Optometrists and that I 
currently hold an appointment as a hospital optometrist employee of, 
 

(Title of NHS Trust, Health Authority or Health Board.) ________________________________________  
 

I confirm that I hereby second this candidate to serve on the Hospital Optometrists Committee. 
 

Signature    _______________________________________  Date  ___________ 
 

 

PLEASE NOTE THAT FOR A NOMINATION TO BE VALID: 
 

1. Candidate, Proposer & Seconder must all be fully paid up Members of the Association and hold 
appointments as hospital optometrist employees of a Health Authority, Health Board or Trust. 

 

2. Candidate, Proposer & Seconder signatures may be on separate forms, facsimiles and e-mails 
are not acceptable. 

 

3. Completed forms must be returned, by the close of business, on Friday 29
th

 October 2010 to:-  
Membership Department, Association of Optometrists, 61 Southwark Street, London, SE1  OHL.  


