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== Pennsylvania
%
== MEDICALSOCIETY®




	fillin "Type County" Dauphin County Medical Society

(You may choose to be a member of the county in which you either live or work).
fillin "Type Code"
                           Office Code:  Dauphin


777 East Park Drive, PO Box 8820, Harrisburg, PA  17105-8820  *  717-558-7750 (Phone) *  717-558-7840 (Fax)

FULL NAME (PRINT):  fillin "Type Last Name"
fillin "Type First Name"
fillin "Type Middle Initial"



Last
First
Middle

HOME:
fillin "Type Home Address"
fillin "Type City"
fillin "Type State"
fillin "Type Zip"
fillin "Type Home Area Code and Phone Number"



Area Code & Phone Number

OFFICE:
fillin "Type Office Address"
fillin "Type City"
fillin "Type State"
fillin "Type Zip"
fillin "Type Office Area Code and Phone Number"



Area Code & Phone Number

Email Address  fillin "Type E-Mail Address"


Office Fax
fillin "Type Office Fax"


For mailing, please use:
fillin "Type X if Office Address to be Used" office address____
fillin "Type X if Home Address to be Used" home address____

BIOGRAPHICAL DATA
Sex   fillin "Type Male or Female"

SPOUSE'S NAME  fillin "Type Spouse's Name"

Birth Place  fillin "Type Birth Place"

Date of Birth  fillin "Type Date of Birth"

Government Service:  fillin "Type X if Military Service" Military__ National Health Service__

Beginning Date  fillin "Type Entry Date"

Completion Date  


EDUCATION
INSTITUTION
LOCATION
DEGREE                  BEGIN DATE    END DATE



Pre-Med
fillin "Type Pre-Med Institution"

fillin "Type Pre-Med Institution Location"

fillin "Type Pre-Med Institution Degree"


fillin "Type Pre-Med Institution Beginning Yr"
-
fillin "Type Pre-Med Institution Ending Yr"


Medical
fillin "Type Medical  Institution"

fillin "Type Medical Institution Location"

fillin "Type Medical Institution Degree"


fillin "Type Medical Institution Beginning Yr"
-
fillin "Type Medical Institution Ending Yr"


FOR RESIDENCY & FELLOWSHIP, YOU MUST GIVE ACTUAL OR PROJECTED ENDING MONTH/YEAR
                                                                                                                                                                         BEGIN DATE     END DATE

Residency  fillin "Type 1st Yr Res"


fillin "Type 1st Res Beginning Yr"
-
fillin "Type 1st Res Ending Yr"


Fellowships  fillin "Type Fellowship"


fillin "Type Fellowship Beginning Yr"
-
fillin "Type Fellowship Ending Yr"


License:  PA No.  fillin "Type PA License No."

Date Issued  fillin "Type Date Issued"

ECFMG Number  fillin "Type ECFMG Number"

PROFESSIONAL DATA

Present Type of Practice (Check Appropriately):

OFFICE BASED:
fillin "Type X if Solo Practice" Solo____
fillin "Type X if Hospital Based Practice" Hospital Based____
fillin "Type X if Teaching Practice" Teaching____
fillin "Type X if Research Practice" Research____


 fillin "Type X if Group Practice"Group - Name fillin "Type Group Name"

fillin "Type X if Government Practice" Government____
fillin "Type X if Other" Other (Specify)  fillin "Type Other"


Specialty:  fillin "Type Specialty"

Board Certifications (List Specialties & Dates):  fillin "Type Board Certifications"

Present Hospital Appointments (List Dates):  fillin "Type Hospital Appointments & Dates"

Teaching Appointments (List Dates):  fillin "Type Teaching Appointments & Dates"

Previous Medical Society Memberships (List Dates):  fillin "Type Memberships & Dates"


Specialty Society Memberships   fillin "Type Specialty Society Memberships"


Within the last 5 years, have you been convicted of a felony crime?
SYMBOL 113 \f "Wingdings" Yes
SYMBOL 113 \f "Wingdings" No.  If yes, please provide full information.

Within the last 5 years, has your license to practice medicine in any jurisdiction been limited
SYMBOL 113 \f "Wingdings" Yes
SYMBOL 113 \f "Wingdings" No.  If yes, please provide full information.

suspended or revoked?

Within the last 5 years, have you been the subject of any disciplinary action by any medical
SYMBOL 113 \f "Wingdings" Yes
SYMBOL 113 \f "Wingdings" No.  If yes, please provide full information.

society or hospital staff?

If elected to membership, I agree to conduct myself professionally and personally according to the principles of medical ethics and to be governed by the Constitution and Bylaws of the fillin "Type County Name" County Medical Society, the Pennsylvania Medical Society and the American Medical Association.

I hereby release, and hold harmless from any liability or loss, the fillin "Type County Name" County Medical Society, the Pennsylvania Medical Society, their officers, agents, employees, and members, for acts performed in good faith and without malice in connection with evaluating my application and my credentials and qualifications, and hereby release from any liability any and all individuals and organizations, who, in good faith and without malice, provide information to the above named organizations, or to their authorized representatives, concerning my professional competence, ethical conduct, character and other qualifications for membership.

I also authorize the above named organizations, in the consideration of my application, to make inquiry of any of my references and institutions by whom I have been employed or extended privileges, as to my qualifications.  I further authorize any of the above persons or institutions to forward any and all information their records may contain, and agree to hold them harmless for any action by me for their acts.

DATE

SIGNATURE



