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Old Dominion Medical Society –Membership Application

Name __________________________________________________

Business Address __________________________________________________

Home Address __________________________________________________

Telephone ___________________ Fax  ___________________

E-mail  __________________________________________________

Date of Birth  ___________________

Place of Birth __________________________________________________

EDUCATION
Undergraduate  __________________________________________________

Degree  ___________________ Date  __________________

Graduate __________________________________________________

Degree  ___________________ Date  __________________

Internship __________________________________________________

Hospital ___________________ Date  __________________

Residency __________________________________________________

Hospital ___________________ Date  __________________

Fellowship __________________________________________________

Hospital ___________________ Date  __________________

Specialty __________________________________________________

Board Eligible Board Certified Date  ___________

Subspecialty __________________________________________________

Board Eligible Board Certified Date  ___________

MEDICAL PRACTICE DATE
Date Began Practice in Virginia ___________________________________________

State License Number ___________________________________________

Other State License(s) ___________________________________________

___________________________________________

___________________________________________
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Hospital Affiliation(s) ___________________________________________

___________________________________________

___________________________________________

Academic Appointment(s) ___________________________________________

___________________________________________

___________________________________________

Professional Membership(s) ___________________________________________

___________________________________________

___________________________________________

Activities or areas of special interest within the ODMS
______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

Dues of $150.00 enclosed – method of payment:

check credit card

VISA AMEX MC Discover NOVUS

Credit Card Number ___________________________________________

Expiration Date ___________________________________________

Name of Card Holder ___________________________________________
(as printed on card)

Signature ___________________________________________

MAIL TO: Membership Chairperson
Old Dominion Medical Society
P.O. Box 74428
Richmond, Virginia 23236
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