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ARLINGTON COUNTY MEDICAL SOCIETY

MEMBERSHIP APPLICATION

__Active                  __Associate           __Courtesy
PLEASE PRINT:

PERSONAL AND OFFICE INFORMATION

Name_____________   __________________     M__  F__ Date of birth ________

             Last                        First

Office Address___________________________City____________________Zip__________

Work Phone ___-__________Fax___-__________E-mail_____________________________

Home Address___________________________City____________________Zip__________
Home Phone ___-__________
Married__ Yes __ No   If married, spouse’s name____________________________________

Year began practicing__________How long have you been in practice?____
Have you ever been convicted of a felony? ___ Yes___ No

Has your license to practice medicine in any jurisdiction ever been limited, suspended or revoked? __Yes__No

Have you ever been the subject of any disciplinary action by any medical society or hospital staff? __Yes__No

If you answered “ yes” to any of the above questions, please provide a full explanation on a separate piece of paper. 

EDUCATION AND LICENSE INFORMATION

Undergraduate Degree______________________________Year graduated_______

Medical School______________  (where)____________________(when)______

Internship (where)___________________ (when)__________

Residency (where)_______________(when)_______

Speciality____________________Board certified___Yes___No  Date _____

Subspeciality_________________Board certified___Yes___No  Date_____

Are you in the process of taking the examination? __Yes __No

Virginia Medical License Number______________________  Date_______

Hospital Staff Appointments ___________________________ Attending ___  Courtesy____

Have you been or are you a member of any other State or County Medical Society?

If yes, specify__________________________________________________________________

__________________________________    ____________________________________

Signature                                                       Date

I hereby certify that I have answered all of the questions contained in this application to the best of my knowledge and belief. If accepted for membership in this Society, I agree to be governed by the Constitution and By-Laws of the ACMS and to abide by the regulations prescribed therein or in the future added thereto, as well as to be bound by all present and future canons of ethics endorsed by the Medical Society of Virginia and the AMA. Furthermore, I do hereby authorize any person properly concerned herewith to make inquiry concerning any statements made herein.

THANK YOU!

Please mail completed application to:

THE ARLINGTON COUNTY MEDICAL SOCIETY

4615 LEE HIGHWAY

ARLINGTON, VA 22207

(703) 528-0888

All applications are reviewed and approved by the ACMS board of Directors.

Approved: Date___________________________Secretary____________________________________

To begin the application process for membership, please include the following:


Completed application


$25.00 application fee


Copy of Virginia License


Two letters of recommendation from ACMS members (ACMS office can help


     identify active members)


Recent photograph

