
ALBEMARLE COUNTY MEDICAL SOCIETY 
Application for Membership 

 
Please indicate type of membership:  Student ___       

 
Date:________________________  Year in Med. School _______________ 
 
Full Name:_____________________________________________________________ 
  
Home Address _____________________________City_______________  
State:  _____________Zip______  
 
Tele:______________________ 
 
E-Mail Address________________________    Fax #:_____________ 
 
Place and date of birth______________ 
 
Other 
Degrees_________________________________________________________________
____________ 
 
Undergraduate Education: 
________________________________________________________________ 
________________________________________________________________________
________________________________________________________________________ 
Medical Societies of which you are a member 
___________________________________________________ 
________________________________________________________________________
__________________ 
 
 
Special interests (Professional, Research, Humanitarian, 
etc.)_____________________________________ 
________________________________________________________________________
_________________ 
 
________________________________________ 
                Signature of Applicant    Date:___________________ 
 
Recommendation of Committee:    Signature: 
 
________________________________________________________ 
 
Date:_____________________________ Dues Received: ______________________ 


