The Association of Minnesota Chinese Physicians

Membership Application



NAME: ____________________ Chinese name:_____________ BIRTHDATE:_______

SPOUSE: ___________________ CHILDREN: ________________________________

MAILING ADDRESS:_____________________________________________________

________________________________________________________________________

TELEPHONE:  (H) ________________ (W) _______________ (M) ________________

E-MAIL ADDRESSES: ___________________________________________________

MEDICAL OR GRADUATE SCHOOL: ______________________________________

DEGREE AND YEAR OF GRADUATION: ___________________________________

OCCUPATION OR SPECIALTY: ___________________________________________

PRACTICE STATUS:   PRACTICING (    ),  IN TRAINING (    ),  MED STUDENT (    )

CLINIC/HOSPITAL: ______________________________________________________

________________________________________________________________________

REFERENCES: List a reference preferably a current AMCP member. If the reference is not an AMCP member, please also provide his/her address. 

______________________________________________________________________

Membership Dues: (Staff physicians $50, TCMD physicians $25, Physicians in training $25, Associate members $25, Student member $5) ____________

I want to be a lifetime member.    Yes (     )          Not now (     )

Additional Contributions:______________________ Total Enclosed:________________

For Internet security reasons, please print out this page and mail it with your check payable to AMCP to AMCP Treasurer:
Ms. Binbin Luo

5149 Oakland Ave S

Minneapolis, MN 55417-1743

