CALIFORNIA SocIETY oF PHYsIcAL IMIEDICINE AND REHABILITATION

office: 4659 Lomas Santa Fe St. e Las Vegas, NV 89147-6027
phone/FAX: (702) 365-0912 e email: CSPMR@cox.net e website: www.cspmr.net

APPLICATION FOR MEMBERSHIP

Annual Fee Schedule: (see Bylaws portion on Membership for explanation of categories)
Active - $250.00  Affiliate - $250.00  Associate - $250.00 Resident - $0 Emeritus (retired) - $0 Honorary - $0
Sustaining Member - $750.00 Friend of the Society - $500.00

Date of application

Please print or use typewriter. COMPLETE EACH SPACE. Write "None" if question is not applicable.

1. | hereby make application for (circle one) ACTIVE, AFFILIATE, ASSOCIATE, RESIDENT, EMERITUS, HONORARY, SUSTAINING MEMBER, FRIEND OF THE SOCIETY.
2a. Name:
First Middle Last
b. Date of Birth: Sex: MO FO
Month Day Year
3a. County and Zip code of principal professional activity:
County Zip Code
b. Date practice began in this location (physical medicine & rehabilitation):
4. Mailing address:
Number & Street
City State Zip
Residence Phone Business Phone Fax Email
5. Undergraduate Education:
School City State Dates Degree
6. Medical Education:
School City State Dates Degree
7. Internship:
Hospital City State Dates Type
8. Residencies:
Successfully Hospital City State Dates Specialty
Completed
Hospital City State Dates Specialty
9a. Present full-time training:
Hospital
Address City State Specialty
b.
Title of Appointment Date Begun Date Proposed Termination

Name of Program Director

10. Present full-time U.S. Military Service:

Rank Duty Station
Address
11. Licensed to practice medicine in:
State Number Date
State Number Date State Number Date

(OVER)


mailto:CSPMR@cox.net

12a. Member in good standing of

(county medical society or its equivalent in location of principal professional activity)

b. If not a county medical society member, have you applied for such membership? Yes O No O Date of application:

13a. Member in good standing of A.A.P.M.R.: Active, Resident, Other (circle one)

Date applied
b. Are you certified by the American Board of PM&R? Yes O No O Certificate No. Dated:

14. Number of years engaged in the practice of PM&R:
15. Percentage of present practice devoted to PM&R:
16. Hospital appointments, past and present. Give name of institution, address, title and dates:

Present:

Past:
17. PM&R Society memberships. Give name, location and dates:
18. General Medical Society memberships. Give name, location and dates:
19. | have received a copy of the Society Bylaws: Yes O No O Bylaws can be obtained from website: www.cspmr.net

20. | certify that the information above is true and correct. | also agree that falsification of application information shall be grounds for denial of membership. If
accepted as a member, | agree to be governed by the Society's Bylaws.

Signature Phone

21. Sponsors: Applications for Active, Associate and Affiliate membership shall be endorsed by two voting members of this Society who are personally
acquainted with the applicant, or shall provide:
confirmation that the applicant is a Diplomate of the American Board of Physical Medicine and Rehabilitation; or
confirmation of completion of an ACGME accredited physical medicine and rehabilitation residency and either 1) a reference from a
voting member of another State Society of PM&R, 2) a reference from a Fellow of the American Academy of Physical Medicine and
Rehabilitation, or 3) evidence of membership in good standing of a California county medical society.
An application for Resident membership shall be endorsed by the director of the training program of the applicant.
Applications for Emeritus membership shall be endorsed by the Associate District Director of the district in which the applicant resides.
Reinstatement to Active, Affiliate or Associate membership shall likewise be endorsed by the Associate District Director.

Typed / Printed Name Signature

Typed / Printed Name Signature
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FOR SOCIETY USE ONLY (please do not write in these spaces)

22. Approved by: on

Signature of President Date
23. Approved by: on

Signature of Secretary Date
24. Elected to: membership on

Date



CALIFORNIA SoclETY OoF PHYsIcAL IMEDICINE AND REHABILITATION

office: 4659 Lomas Santa Fe St. e Las Vegas, NV 89147-6027
phone/FAX: (702) 365-0912 e email: CSPMR@cox.net e website: www.cspmr.net

Consent Form

| acknowledge that CSPM&R is processing my application for membership, and | grant
permission and authorize you to obtain from all medical affiliations, information regarding
privileges, and actions relating thereto, and all information from medical societies, Medical
Board of California, the American Medical Association and the California Medical Association,
medical schools and other organizations providing medical training including internship and
residencies.

| hereby release and hold harmless from any liability or loss the Society, its 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. | hereby release from any
liability any and all individuals and organizations who, in good faith and without malice, provide
information to the CSPMG&R, or to its authorized representatives, concerning my professional
competence, ethical conduct, character, and other qualifications for membership.

Date Applicant's Signature
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