
Hrvatsko društvo za Alzheimerovu bolest i psihijatriju starije 
životne dobi HLZ-a 

Šubićeva 9, 10 000 Zagreb, Hrvatska  

 

PRISTUPNICA 

 

Ime i Prezime: _________________________________________________________________ 

 

Titula: _________________________________________________________________________ 

 

Specijalizacija/Struka: __________________________________________________________ 

 

Adresa (posao ili kuća): _________________________________________________________ 

 

OIB: _________________________________ 

 

E-mail: _________________________________ 

 

Mobitel: _________________________________ 

 

Datum: _________________________________ 

 

Potpis: _________________________________ 

 

 


