
Application for Medical Society Membership

El Paso County Medical Society
Please complete the below application for membership and return it to epcms@epcms.org or mail to 1155 Kelly Johnson Blvd. Ste., 111, Colorado Springs, CO 80920.  For questions, please contact EPCMS at 719.591.2424 or epcms@epcms.org.
	Name:  ______________________________  Suffix ________
	Gender:  ____ CO License #: ___________________________

	Birthdate __/__/____ (MM/DD/YYYY)

Practice Name: ___________________________________________________________________________________________

	Primary Office Address: 
_____________________________________________________________________________________

	Primary Office Phone: __________________________
	

	Physician Email Address: _____________________________
	Practice Website Address: ____________________________

	Practice Contact Name: _________________________________Practice Email_______________________________________

	Home Address: (Not listed publicly) __________________________________________________________________________


Cell Phone: (Not listed publicly) _____________________      Home Phone: (Not listed publicly) _________________________

Preferred Mailing Address:  
    Office and/or            Home

	____________________
	


Specialty/Sub Specialty: __________________________________________________________________________________
Highest healthcare degree earned (such as medical school, master’s degree, etc.)  ___________________________________
_____________________________________________________________________________________________________
Full Name of Institution 







           
Began Mo/Yr   - Graduated Mo / Yr

Postgraduate Training (such as residency or fellowship):
______________________________________________________________________________________________________
Full Name of Institution 



Type of Training/Specialty

           
Began Mo/Yr   - Graduated Mo / Yr
______________________________________________________________________________________________________
Full Name of Institution 



Type of Training/Specialty

           
Began Mo/Yr   - Graduated Mo / Yr

Available for speaking engagement 






( Yes

( No
Are there any judicial or regulatory actions pending which could result in denial, restrictions, suspension, or revocation of your license to practice medicine?  









( Yes

( No

*If you answered yes to the above question, please explain on a separate page and attach to this application.




As a member, I agree to conduct myself professionally and personally according to the AMA Principles of Medical Ethics and to be governed and bound by the Constitution and Bylaws of the society(ies) for which I am applying.  Further, I hereby affirm that I have no physical, mental, or emotional condition, which would impair my ability to provide an acceptable standard of medical care.  I understand that submission of false or fraudulent information many result in denial of membership or expulsion from the society(ies).

I hereby release, and hold harmless from any liability or loss, the society(ies) for which I am applying, their officers, agents, employees, and members, for acts performed in good faith and without malice in connection with evaluating my application, credentials and qualifications.  I hereby release any and all individuals, organizations, and agencies or their authorized representatives from any liability concerning information provided about my professional competence, ethical conduct, character, and other qualifications for membership.
Applicant’s Signature:  __________________________________   Date:  _______________________

