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MEMBERSHIP APPLICATION FORM

Year of application: __________________________

I hereby apply for membership in the American Society of Aerospace Medicine Specialists as a:

Full Member (Board certified in aerospace medicine):  ______

Associate Member (physician interested in aerospace medicine): ______

Medical Student or Resident Member: _______

Full Name: ____________________________________________________________________________________

Degrees: DO______ MD _______ MPH _______ MS ________ Other(s): _________________________________

Mailing Address (line 1): ________________________________________________________________________

Mailing Address (line 2): ________________________________________________________________________

City: _______________________________________________________ State: _____ ZIP: __________________

Phone: (______)________-______________ Fax: (_______)_________-____________

E-mail(s): ____________________________________________________________________________________

Medical School: __________________________________________________________ Year Graduated. 19_____

PGY-1: __________________________________________________________________________ Year: 19_____

MPH/MS or equivalent: _____________________________________________________________ Year: 19_____

ASM Medicine Residency: __________________________________________________________ Year: 19_____

Other Residency: __________________________________________________________________ Year: 19_____

ASM Board Certification: ABPM_____ AOBPM_____ Certificate #: _________________________ Year: 19____

I certify I am a member in good standing of the Aerospace Medical Association.

Signature___________________________________________________________ Date: _____________________
Please complete the applicable information on this form and mail with a check to cover annual dues of $10.00 for Full/Associate Membership or $5.00 for Student/Resident Membership.  Annual dues will be effective from the date of receipt of your check until the last day of the following annual scientific meeting of the Aerospace Medical Association.  Please make checks payable to ASAMS and mail with the completed application to:

American Society of Aerospace Medicine Specialists

c/o Aerospace Medical Association

320 South Henry Street

Alexandria, VA 22314

