
APPLICATION FOR AFFILIATE MEMBERSHIP INPRIVATE 


THE SOUTH CAROLINA CHAPTER OF THE AMERICAN ACADEMY OF PEDIATRICS

PLEASE PRINT OR TYPE:                  DATE___________________ 

NAME___________________________________________________________        (First)            (Middle)             (Last)

OFFICE ADDRESS_________________________________________________          

CITY                 ZIP               PHONE NO.__________________           

HOME ADDRESS___________________________________________________

CITY_________________ ZIP____________ PHONE NO.________________

FAX__________________ E-MAIL___________________________________

DATE OF BIRTH                  PLACE OF BIRTH_____________________                    
SPOUSE NAME _____________________________ 
UNDERGRADUATE EDUCATION


COLLEGE________________YEARS_________________DEGREE__________

GRADUATE EDUCATION                                                     


COLLEGE___________________________YEAR GRADUATED___________ 

DEGREE________________________


CONCENTRATION_________________________________

ARE YOU BOARD CERTIFIED IN PEDIATRICS?_______  DATE_____________

NAME OF BOARD___________________________________________________

PROFESSIONAL MEMBERSHIPS/AFFILIATIONS:

______________________________________________________________________________________________________________________________________________________________________________________________________     

Each candidate must be endorsed by two fellows and/or members
of the SCAAP. List below the names of those supporting your application and ask that each forward the secretary a letter of recommendation.

______________________________________________________________

______________________________________________________________

PLEASE MAIL APPLICATION 
    SC Chapter of the American Academy

AND SUPPORTING LETTERS TO:   of Pediatrics

                             Post Office Box 11188

                             Columbia, SC  29211

