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April 2016 afmw.org/vic Volume 14 Issue 2 

President’s Report 

Associate Professor Deb Colville 

Dear Colleagues, 

Welcome to our newsletter. 

Since our last newsletter, our committee have sent a supporting letter to the 

Safe Schools anti-bullying program, and have been digesting the implications 

of the AMA anti-bullying policy and the Auditor General’s Report on making 

the health care workplace safe against bullying. 

I commend this issue to you and appreciate many 

contributions from our younger VMWS committee 

members. Dr Claire Felmingham writes thoughtfully of 

our successful VMWS event in March on mentoring. Dr 

Elysia Robb describes how she enterprisingly brought 

about her part time internship training. She’s one of 8 

currently part time interns in Victoria. Ms Rhea Navani 

(Monash University) explores the ethical dilemmas for 

medical students when learning to conduct sensitive 

physical examinations and the consent of the patient 

has either not been sought or is unclear. Ms Nicole 

Lancaster (Deakin University) writes about the 

advantages that diversity, such as including medical 

students with a disability, might bring to the practice 

of medicine. Finally, Jazmin Fisher (Deakin University) 

provides a stark update on gender inequality in 

leadership, a topic I know as Professor Amanda 

Sinclair’s ‘the myth of the pipeline’.  

We have our annual Lyceum lunch coming up in July, 

and I look forward to reporting back to you about the 

Medical Women’s International meeting in Austria 

held in the last week of July 2016. 

Best wishes, 

Deb Colville 

  

Upcoming Meetings and Events 
Sat May 21st 
0930: 

Bushwalking COCO Event, 
Macedon Ranges 

Wed May 25th 
1700:      

COCO Event, Baretto Espresso Bar, 
Alan Gilbert Building, Grattan St, 
Parkville 

Mon June 6th:  
VMWS Committee Meeting, 
Lyceum Club 
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Events Calendar 2016 
Month Date and event Location (if known) 

 

Sat 21st, 0930: Bushwalking Connect 
Over Coffee event 
Wed 25th 1700: Connect Over 
Coffee event 

Macedon Ranges 
 

Baretto Espresso Bar, Alan Gilbert 
Building, Grattan St, Parkville 

June Mon 6th: VMWS Committee meeting Lyceum Club 

July 
Wed 6th: Lyceum Lunch. Speaker 
TBC 

Lyceum Club 

August 

Mon 8th: VMWS Committee meeting 
Wed 10th, 1730: Connect Over 
Coffee – Paediatric Edition 
 

Avant offices 
Smith and Singleton, 48 Flemington 
Road, Parkville (venue open til late 

offering coffee and wine!) 

September 
Wed 7th: Canapes for a Cause  

Sat 17th, 0930: Bushwalking Connect 
Over Coffee event 

Dandenong Ranges 

October 
Mon 3rd: VMWS Committee meeting 
Wed 5th, 1700: Connect Over Coffee 
event 

Lyceum Club 
Baretto Espresso Bar, Alan Gilbert 

Building, Grattan St, Parkville 

November 
Sat 5th: AGM, Constance Stone 
Oration 

 

December Mon 5th: VMWS Committee meeting Lyceum Club 
 
 

How We Do What We Do: Empowering Women In The Workplace 

Dr Claire Felmingham, Intern 

Medical women gathered at St Vincent’s hospital on the evening of March 9th to meet, mingle, and 
attend the first VMWS event of 2016 – ‘How We Do What We Do: Empowering Women.’ We 
explored the many forms and benefits of mentorship, and the importance of constructing and 
contributing to an encouraging and supportive community of practice. 
 

Dr Claire Palermo, a senior lecturer from Monash University and a practicing dietitian, explored the theory of 
mentorship. She drew on personal teaching experience and a wealth of research, having undertaken a PhD 
evaluating a mentoring program for public health nutrition workforce development. Various models of mentorship 
were displayed, beyond the traditional one-on-one mentorship relationship that is most well-known. We were 
reminded that mentorship happens among peers and within a community of practice. In order for mentorship to be 
most successful the relationships must be non-judgmental, encouraging, reciprocal, and enabling of growth and 
development. This is distinct from a ‘clinical supervision’ relationship, in which judgment is a crucial aspect. Effective 
mentorship enables one to examine their own practice - their actions, thoughts, and feelings – more so than they 
could do on their own. The advice to the audience included finding a mentee or a mentor, looking for a mentor with 
qualities you admire and experiences relevant to your own, playing a very active role as a mentee, and applying the 
principles of mentorship to all areas of learning. 
 
Complementary to this theory provided by Dr Palermo, Associate Professor Jan Coles shared her personal experience 
with mentorship. A/Prof Coles is the acting director of Research and Graduate Studies for the School of Primary 
Health Care, and her main area of research is gender-based and sexual violence. Her journey through medicine 
began in a medical school where females were just beginning to comprise half of the annual student intake. Now she 
is one of an increasing number of female medical leaders. Her mentors and role models include Prof Jill Atsbury, 
from whom she learnt ‘the generosity of sharing knowledge’, Prof Merilyn Liddell, who encouraged her to be 
courageous and put herself forward, and Dr Merrilyn Murnane, who shared an abundance of respect for her patients 
and colleagues. A/Prof Coles also identified her friends and students as sources of inspiration, again showing us that 
mentorship can come in many forms. She reminded members of the audience to ensure they have people in their 
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lives who provide encouragement, to look to organisations for support, and to have 
self-confidence and self-compassion. 
 
Lawyer Dr Heather Wellington, who has had a fulfilling and varied career in medicine, 
health administration, law, and local government, also emphasized the importance of 
role models and leadership in career development. Reflecting on her years as a junior 
doctor, Dr Wellington could not recall any discussions with senior doctors about her 
future career, and was unaware of many medical career options. Having an interest in 
surgery as a student and junior doctor, she identified the absence of female role models 
in this field as a potential barrier and deterrent from pursuing such a career. Dr 
Wellington’s advice to the audience was aimed at senior staff in the workplace, 
encouraging them to reach out to their juniors, to generously devote time to them, and 
to help them in creating their vision and developing their sense of vocation.  
 
Associate Professor Deb Colville, president of VMWS, echoed these notions of 
responsible and proactive leadership. She additionally underlined the need for the 
creation of a safe workplace. She identified individual and institutional strategies that 
can and are being employed to contribute to a working environment in which women 
can feel empowered. These individual strategies (including getting a mentor, identifying 
bullying and knowing that it’s okay to raise concerns) were also discussed at last year’s 
“Counter Bullying” workshop and are further detailed in this year’s February newsletter. 
Institutional strategies include the increasing field of research in respectful relations, 
forums including the AMA anti-bullying forum, and initiatives such as the Athena Swan 
Charter, which aims to improve gender equity in science, technology, engineering, 
mathematics and medicine by improving the promotion and retention of women in 
these fields. Such strategies are contributing to the creation of a working environment 
in which everyone can thrive and be empowered.  
 
Some interesting discussion arose regarding the role of gender in mentorship, with 
varying opinions from speakers and audience members. An advantage of a female 
mentor is that they often have had more similar challenges and experiences to our own. 
However, there is still a predominantly male medical leadership and therefore a larger 
pool of male supervisors and mentors. One tends to choose a mentor based on 
characteristics, careers, and attributes they admire, which is independent from gender. 
I am personally still unsure about the role of gender in mentorship, but I would certainly like to see a larger selection 
of female medical leaders and role models. 
 
Thank you to these thoughtful and supportive speakers and to the organisers of the event. Visions, alternatives, and 
solutions for a more empowering workplace were thoroughly explored. In order to thrive at work there is a need for 
mentors and role models for women, dialogue between juniors and seniors, and a community of support.     

 

Part-time internship – guinea pig or trail blazer?  

Dr Elysia Robb, Intern  

In response to an article in a recent VMWS newsletter, by Kelly Hughes, I write to explain my part-

time internship and will do so over multiple newsletters. If you have any specific questions, please 

email us, and we can respond in the next newsletter. Your details will be kept in confidence and not 

published. 

I have just started the second year of my part-time internship at Austin Health. I had two children 

during my medical degrees and although I would have completed my internship full-time, I was glad to hear that 

part-time was an option. Initially I turned my nose up at the idea, thinking I was far too “gung-ho” about medicine to 

work part-time. Not to say that I am not gung-ho about medicine these days, but I realised early on that I liked 
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spending a lot of time with my kids and caring for them (some aspects more than others!!!). I also learned early that 

juggling two babies/toddlers, and a 60-hour-a-week/unpredictable/rotating roster – often sprung on interns at the 

last minute – internship, a partner, a household, a build/renovation, and everything else, was best avoided, for my 

physical and mental well-being.    

What is it? 

Internship, and medical training, are mostly completed on a full-time basis. In the last five years or so, there have 

been occasional part-time training positions either offered by hospitals, or, as in my case, individuals have requested 

them of hospitals (often the Postgraduate Medical Council of Victoria (PMCV) does this on behalf of the individual). 

Perhaps this is a sign of the times… some would say quite belated however.  

Medicine is adapting to the realities of life, and doctors are asking for some work-life balance. Women comprise at 

least 50% of medical graduates (yet this has been the case since about 1980!); medical students are graduating 

older, due to the increase in post-graduate degrees; and still, within families, women do most of the stay-at-home 

caring for children. So it probably is about time.  

According to the PMCV – who administrate most intern and resident positions in Victoria – there have been around 

11 part-time internships in the last five years, including 8 that are taking place currently. There are approximately 

810 internships taking place in Victoria this year. So part-time internships equate to ~0.27 % over the past 5 years, 

or ~1 % of the total in 2016.   

I tried to access similar information from other Australian states – the general gist is one of bemusement – ‘what 

part-time internships?’ So it seems that in other states, there have been far fewer or no part-time internships at all 

to date. 

As far as I know, these part-time jobs are mostly held by women, as it is primarily women who seek them. And 

although part-time positions are rare, of course they are available to men also. It is a matter of having a need or a 

circumstance – usually children, but for some it is an illness or a 

significant extracurricular activity, and then asking for it. 

Part-time positions can be pre-arranged, or arranged on an as 

needs basis during the intern year. For example, if someone 

struggles to complete their intern year full-time, due to illness or 

other commitments, a part-time job can be negotiated during 

the internship. 

How did it start? 

I asked for it. I asked PMCV and they said it was possible. PMCV 

took my hospital preferences and my CV and did the initial 

negotiations. Factors that came in to play were my parental role, 

the location of my medical studies (i.e. if the hospital knew me, they may have been more willing), hospital culture, 

the number of part-time junior doctors already placed at certain hospitals and of course my CV. 

I made my initial enquiries approximately 15 months before the internship started, well before full-time job 

applications were due. 

Thankfully I asked at a good time, a time that is ongoing, when progress for work-life-balance is being made in 

medicine. The original idea of a part-time internship was given to me by one of my supervisors at the University of 

Melbourne. I hadn’t realised it was a possibility before then, and initially shrugged it off. At the time I had already 

taken time off my studies to have children, so I didn’t really want to delay my career any more. These naïve thoughts 

soon faded and I realised that part-time was worth pursuing.  

Austin Health interviewed me and we discussed how it could work for both of us. They hadn’t employed a part-time 

intern before. The final product was a constant roster of 2 – 3 days per week. The same days each week – very 

useful, if not absolutely necessary, for child care. Half-time (0.5 FTE) for two years, so about twenty hours per week. I 
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would have preferred more hours, but that didn’t work out unfortunately. And as someone recently pointed out, it 

has been studied and shown that most part-timers would like an additional 5 hours of work compared with full-

timers who would like 5 hours less per week! Green grass anyone?! Currently, I definitely appreciate my 20 hours, 

compared with 60, and the large amount of time I get with my children.  

If you are thinking of working part-time, please see our job sharing advertisement and apply now, or contact 

PMCV directly.  

 

 

The inclusion of ethics in medical education 
Ms Rhea Navani, Student Representative, Monash University   

In the eyes of a preclinical student, the world of clinical education is one of intense fascination – marked by endless 

hospital corridors, ward rounds with pagers on hand, MET calls and lengthy procedures in the operating theatre. 

Okay, that may just be a brief descriptor of Grey’s Anatomy. Nevertheless, it is true that for students early in their 

studies that the world of clinical education is shrouded in both mystery and fear. 

The purpose of preclinical medicine is to prepare us for our clinical years. Of course, no one expects that it will be 

able to ready us for the entirety of the experience – no course, no matter how aptly designed, would be able to 

expose us to all the types of patients and conditions we will come to meet. We spend the majority of our time 

focused on the science of the human body and subsequent pathology. Yet, the structure of Australian medical 

education is now moving to encompass programs broader than just the pure science – Monash, for example, 

includes a series of tutorials on medical ethics and law. Some, including students themselves, have criticised the 

movement toward including psychosocial fields, reprimanding these fields as “soft” and belonging to a “liberal arts” 

course rather than that of medicine. 



  

P
ag

e 
7
 

That would hold true if medicine was an exercise in pure science. That statement fails, however, when we remind 

ourselves that we aren’t treating just the disease – but rather the patient as a whole. At the point when our actions 

as medical students or doctors are likely to have broader psychosocial implications for our patient, it is important 

that students are equipped with the skills to rationalise the ethics of the situations they find themselves in.  

The interplay between doctors and patients is vastly different to that of the medical student and the patient. In 

divulging incredibly personal details about themselves to doctors, patients can expect some benefit – a treatment, a 

recommendation, a mechanism to alleviate their pain or suffering in some way. In giving up the same information to 

a student, the benefit is arguably, entirely the student’s. We are indebted to patients willing to share their 

experiences with us and in consenting to using their bodies as learning tools.  

Whilst certain groups of patients can validly opt-in to this process, it is questionable whether consent exists for all 

vulnerable patient groups. For example, some students have reported feeling compelled to perform vaginal or rectal 

examinations on anaesthetised patients. The tension between wanting to learn and improve one’s clinical skills 

directly conflicts with the awareness that patients’ bodies aren’t property that can be used at command. Yet despite 

this rational understanding, students can feel coerced to complete the examinations – fear of being shamed by the 

consultant or not obtaining valuable skills have been reasons cited for this behaviour.  

The solution to this is obviously complex, involving the empowerment of medical students as well the breakdown of 

pervasive hierarchies that seem to dominate hospital structures.  

Yet, other scenarios aren’t necessarily as clear-cut. Should medical students performing a procedure for the first 

time (delivering an injection, inserting a catheter, intubating a patient and so forth) be obliged to tell the patient? 

Some would argue that some patients deserve to know this information as it may change their decision. Others 

would argue that this would only induce anxiety within patient that they couldn’t rationally process, or that if all 

patients refused first-timers, students wouldn’t be able to learn and refine their skills to deliver a better service for 

the next patient. The answer here isn’t so easy.  

Given that medical students will inevitably need to navigate these situations, it seems that preclinical medical 

education should continue to include a holistic ethics component. There are a lot of things that can be confronting in 

hospitals; warning students about demanding situations and providing potential pathways for them to take can help 

in lessening that anxiety. 
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VMWS Archive Collection – a call for archive materials  

With the preservation of your valuable stories, so much can be learned and cherished now and in the future. The 

VMWS is fortunate to have their archives located securely at the State Library of Victoria. These are available for 

public viewing upon request. 

We would love to add more VMWS or medical women’s memorabilia to further enrich this collection.   

Do you have any material to contribute? Examples of items of interest include photos, letters, newspaper 

articles, books, newsletters, meeting minutes, and posters. Original materials are not necessary – paper and 

digital copies are also welcome. If you have any questions or something that you wish contribute please contact: 

Dr Anne Stanaway  M: 0431 663 467  E: annemstanaway@gmail.com 
 
 
 

What the evolution of medical specialisation should mean for students with 

physical disabilities 
Ms Nicole Lancaster, Student Representative, Deakin University  

Our cohort was recently surveyed by AMSA on the motion ‘should medical school applicants 
be required to pass a motor skills test prior to entry?’ The response was roughly 90% in the 
positive. This got me wondering about those who would be excluded by such a test, notably 
applicants with a physical disability.  

The health profession shows a strong commitment to keeping physicians with a disability in 

practice. Such physicians are regulated under the Medical Board of Australia Code of Conduct 

and they are supported by services such as the Victorian Doctors Health Program. We readily 

accept support staff such as nurse practitioners and technology that will increase the physical 

ability of that doctor. Furthermore, there is continual investment in technology, such as 

robotic surgical techniques, to increase a physician’s motor ability even in the absence of a physical disability. 

So why should it be any different for applicants to medical schools – our future physicians? There is no Australian 

data available but American studies report that less than 1% of medical students have a physical disability and 2 to 

10% of physicians practise with a physical disability (1).  This would suggest that entry to medical school is a more 

significant hurdle for people with a physical disability than continuing to practice as a physician with a disability. The 

main argument for excluding applicants on the basis of physical disability is that a student must be able to complete 

the entire curriculum and therefore, be capable of working in any specialty. This student has been termed the 

“undifferentiated physician”. But is producing such a student necessary in the current setting of medical 

specialisation?  

The evolution of specialties within medicine allows graduates to play to their strengths and weaknesses. Even among 

able-bodied students, there are personality types, shortcomings or mental health issues that might preclude them 

from selecting a specialty. For example, as a person who relies on routine and doesn’t thrive under stress, I am not 

considering emergency medicine. For people who have had a physical disability for all or most of their life, they are 

probably the most capable of acknowledging their limitations and choosing an appropriate specialty.  

Medical school policies regarding applicants with a physical disability stipulate that the student must meet core 

technical standards as set by the Medical Board of Australia. Such requirements do not account for the technology 

and support staff that is available to physicians and the evolution of medical specialisation. Meeting technical 

standards is no longer considered an assurance of a competent medical student. There has been a contemporary 

shift towards valuing knowledge, professional attitude, empathy and communication. Clearly, we need to reconsider 

whether medical students need to meet every technical standard to be a safe and competent doctor in the modern 

setting.   

mailto:annemstanaway@gmail.com
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Physicians have a strong social responsibility in return for the tax dollars that supplemented their education and 

training. It is certainly true that accepting students with a disability would cost society more than an able-bodied 

student. However, the same argument was also used against the acceptance of women into medical school because 

they generally work less than their male counterparts. Clearly, the value of women in medicine and the societal 

benefits of female physicians were quickly realised. I believe that the same would be realised for medical students 

with a disability. They can offer a depth of empathy to the doctor-patient relationship with a patient with a disability, 

which an able-bodied student cannot. Accepting medical students with a physical disability is not only a matter of 

equity and justice, but also a means to deliver culturally competent care to patients with a disability. 

Applicants with a physical disability do not need a motor skills examination to exclude them from medical school. 

The exclusion criteria are embedded in the compulsory technical standards of our curriculum. Perhaps we should 

have paid more attention to that 8am lecture on empathy… 

1. DeLisa JA, Thomas P. Physicians with disabilities and the physician workforce: A need to reassess our policies. 
Am J Phys Med Rehabil 2005;84:5-11.  
 

 

“I’m not hung up on the label ‘Chairwoman’ because I know it covers both 

women and men.” Liam, Chairwoman, 31.  
Ms Jazmin Fisher, Student Representative, Deakin University 

Fantastic! The first day of clinical school is finally here, my shirt is pressed, my on-the-go snacks 
are strapped in to what feels like a purse-come-utility belt, and I can already smell the success of 
accurately detecting a murmur emanating from the rubber ‘guessing tube’. This is going to be 
great. Through the doors of the clinical school I walk, and to my right- Exhibit A- Clinical Deans of 
days gone-by from the ant-sized lifespan of Deakin University Medical School. Hmm, there are an 
awful lot of ties in those headshots. Perhaps it’s just the law of averages, the 8 years in a row 
when you somehow only flip tails? 

The truth is, it seems that the coin is either evading the laws of Newtonian physics, or the flip side has been doctored 
(no pun intended). This is something I was not expecting on transition from the dimly-lit zone of the lecture theatre 
to the clinical environment. One could estimate that the female-to-male gender ratio at Deakin Medical School is 
close to 60:40, and in equally dim pre-clinical naiveté, I made the somewhat subconscious assumption that ‘Oh yes, 
multitudes of medical women will exist within the hospital’. Strangely, I would just manage to satisfy one hand’s 
worth of digits when considering the number of senior female doctors I have seen either on ward rounds, at bedside 
tutorials or clinic placements (before you ask – I do attend university regularly, I promise). 

It is evident that a significant discrepancy exists between the amount of women enrolled in medical degrees (this 
reached parity in 2000), and the representation of women in medical leadership and specialist doctor roles (1). This 
is well illustrated in Table 1, a damning constellation of figures that demonstrates a glass ceiling that appears to be 
set between 12.5% and 39% depending on the organisation (1). These trends continue when observing the 
representation of women in specialist roles, with 34% of specialist doctors being female in 2011, jumping from a 
meagre 16% in 1986. The reasons for this? A Melbourne School of Government report into the Management of 
Health Services provided qualitative insight into factors that drive female participation in medical leadership roles 
(2). Some participants believed that while men were over-represented in these roles, it was not due to inequality of 
opportunities between the genders, but rather women choosing to prioritise family commitments (2). The majority 
of participants who were interviewed instead believed this discrepancy existed because of gender-driven barriers, 
such as lack of provision of appropriate maternity leave, childcare, part-time training, and flexible workplace policies 
(2). It was suggested that these structural barriers were often complicated by lack of transparency when leaders 
were informally appointed (2). Considering this expectation to choose between a) reproduction, or b) engaging in 
leadership roles, seems that this so-called ‘glass ceiling’ is more of a glass hymen (figuratively, not literally). 

To reference true genius where it is due, the title of this piece was lifted from a satirical Facebook page ‘Man Who 
Has it All’, where societal expectations and gender roles of women are transposed to our XY counterparts. Not only 
does it explicitly expose the farce that is gender inequality, it also depicts the systemic and socially accepted 
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denigrations of womanhood. As I mature into my role as a medical woman, I hope for this systemic ‘glass ceiling’ to 
be shattered, such that my reproductive choices still allow me to participate in the workplace as much as Liam, the 
31 year old Chairwoman. 

 

Sourced from Bismark, Morris (1) 

1. Bismark M, Morris J, Thomas L, Loh E, Phelps G, Dickinson H. Reasons and remedies for under-
representation of women in medical leadership roles: a qualitative study from Australia. BMJ Open. 2015;5(11). 
2. Dickinson H, Bismark M, Phelps G, Loh E, Morris J, Thomas L. Engaging professionals in organisational 
governance: the case of doctors and their role in the leadership and management of health services. Melbourne: 
Melbourne School of Government. 2015. 

VMWS Mentoring Programme 

Are you interested in being part of our program? We are looking for medical women at all stages of their careers 
who would like to have a mentor or be a mentor and gain all the fantastic benefits associated with both roles. 

Are you a doctor in training who might have some insights to share with students, or an intern wanting advice 
from an established medical woman in your chosen specialty, or a retired physician with a bit more time and 
willingness to share your experiences with a more junior member? We would love to hear from all of you! 

Our programme will involve an initial 12 month commitment with at least one meeting in person and then 
continued communication of your choice including by email, phone or skype if that works for you. Mentees and 
mentors will be matched on specialties, medical interests and location.  

We currently have students on our list who are looking for mentors in areas including: 

 GP  Women’s health 

 Global and public health  Paediatrics 

 Neurology  Emergency medicine 

 Plastic surgery  Anaesthetics 

 Oncology  Dermatology 

 General surgery  Indigenous health  

  
For more information or to register your interest, please email the Mentoring Program coordinators Dr Cara Beck 

(carajbeck@gmail.com) or Dr Alyce Wilson (alyce.n.wilson@gmail.com)  

mailto:carajbeck@gmail.com
mailto:alyce.n.wilson@gmail.com
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Meet the Committee 

Each newsletter features some of our fabulous committee members, so you can get to know your representatives. 

Dr Kate Duncan  
Public Officer 
Kate Duncan graduated with an MBBS degree from Monash University in 1977. She undertook her basic 

postgraduate training (Intern and JRMO) at Queen Victoria Hospital then joined an O&G training program based at 

Queen Vic with rotations to Prince Henry's, Western General and, in the UK, at Norfolk & Norwich Hospital. Her past 

jobs include working in the Fetal Diagnostic Unit from 1987 to 1998, in the Family Planning Unit and as a 

gynaecology fellow for clients of the South East Centre Against Sexual Assault at Monash Clayton. In 1990 she was 

elected President and also took on the position of representative of VMWS on the AMA Victoria Branch Council. She 

stayed on Branch Council in various positions, including being a Vice President and Board Member after the medical 

indemnity crisis in 2003. With two children, she became the first sitting member of AMA Branch Council (in 130 

years) to have given birth during a term of office and brought a breast fed baby to a meeting. (Her motto has been 'If 

you can't beat them, join them and subvert from the inside".) 

Ms Julia Filipovska 

Student Representative, Deakin University 
Julia Filipovska is in her third year of postgraduate medicine at Deakin University and graduated from a Bachelor of 
Biomedicine at the University of Melbourne in 2013. This year, Julia began her clinical rotations at Ballarat Hospital. 
Julia is a firm believer of equality in all areas of life, not excluding gender equality. This was her motivation behind 
joining the Victorian Medical Women’s Society; one small step for woman, one giant leap…Outside of the medicine 
sphere, Julia enjoys spending time with her family. She loves time in nature, reads and plays netball. This year is all 
about making connections for Julia, she loves conversation so don’t hesitate to say hello! 
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The Victorian Medical Women’s Society Inc.   
 

Membership Invoice 1 July 2015 – 30 June 2016 
 

ABN 67 120 250 797 - Inc A0061560B 
(MEMBERSHIP PERIOD IS FROM 1 JULY TO 30TH JUNE) 

Membership Eligibility: Full membership is open to registered female medical practitioners (FMP); non-registered FMPs can join 
as an associate member, and Student membership is open to female medical students. 

(NOTE: this invoice becomes a tax receipt upon payment, please retain the top section for your records) 

Full Members       Rural Members  
(>100km from GPO)    

Senior Members Retired Members 
(>65 yrs) 

Student Members 

 NEW PGY1 special rate $100 

 1 yr  $176.00  1 yr  $77.00  1 yr  $132.00  1 yr  $132.00  1 yr  $38.50 

 3 yrs  $475.20  3 yrs  $207.90  3 yrs  $356.40     

 5 yrs $748.00  5 yrs  $327.25  5 yrs  $561.00   

 Donation:  $ ____________________ 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
Please complete and send the bottom section of this form to the VMWS Inc. via email or mail.   

1.  PLEASE TICK WHICH TYPE OF APPLICATION YOU WISH TO REQUEST: 

 I am applying for a new membership.  Please complete the Membership Declaration and make payment. 

 I am changing my membership category.  Please complete the Membership Declaration & make payment 

 I am renewing my membership.  Only renewal payment is required. 

2. MEMBERSHIP DECLARATION:  
I wish to become a member of the Victorian Medical Women’s Society Inc., and will support the purposes of 
the Association and agree to comply with the Rules of the Association (available here). 

Signature: __________________________________ Date: _____________________________ 

3.  MEMBERSHIP DETAILS 
Membership Type: ___________________________ Duration: ____________________ Amount: $____________ 

Title, First name & Surname: ______________________________________________________________________ 

Mailing address: ________________________________________________________________________________ 

Phone: __________________________________________________  Date of Birth: _________________________ 

Email: ________________________________________________________________________________________ 

Specialty/Area of Practice: _____________________________________ Year of Graduation: __________________ 

Car-pooling: Potential driver: □                      Potential passenger: □  

NOTE:  When you join the VMWS you get 3 memberships for the price of 1: the Australian Federation of Medical 

Women (AFMW) and the Medical Women's International Association (MWIA).  You will automatically be 

subscribed to all three mailing lists and your email address may be shared with other AFMW members. 

 VMWS newsletters are distributed electronically, unless you request otherwise. 

4. Membership Payment: CHQ to Victorian Medical Women’s Society. Post: VMWS Secretariat, PO Box 

252, East Melb VIC 8002; Electronic Transfer to Victorian Medical Women’s Society; BSB: 033 089; Act No: 
297664. Please include your name in the transfer info. 

Donations are gratefully received. Please advise if you wish for your donation to be used for a specific purpose. 
http://www.afmw.org.au/vic   PO Box 252, East Melbourne 8002      vic@afmw.org.au 

 

Date payment made:  

http://www.afmw.org.au/vic

