
APPLICATION FOR RESIDENT AND STUDENT MEMBERSHIP INPRIVATE 


THE SOUTH CAROLINA CHAPTER OF THE AMERICAN ACADEMY OF PEDIATRICS

PLEASE PRINT OR TYPE:




DATE:_____________                  
NAME________________________________________________________          (First)            (Middle)             (Last)

MAILING ADDRESS_________________________________________________                                                   
CITY                  ZIP              PHONE NO.__________________ 

FAX No.___________________ E-MAIL:_____________________________                

DATE OF BIRTH                   PLACE OF BIRTH________________                    
UNDERGRADUATE EDUCATION:

  INSTITUTION__________________________________________________                                                      
  FROM (YEAR)                     TO (YEAR)_____________________                      

MEDICAL EDUCATION:

  INSTITUTION____________________________________________________                                                     

  FROM (YEAR)                    _  TO (YEAR)_____________________                      

RESIDENCY TRAINING:

  PL1                       FROM         TO________        

  PL2                       FROM         TO________        

  PL3                       FROM         TO________        
  PL4                       FROM         TO________        
Each candidate must be endorsed by their program director.  

I am convinced the applicant has the necessary qualifications as set forth in the SCAAP Constitution and Bylaws for membership; therefore, I endorse this applicant.

Program Director's Name (Please Print)____________________________                  

Program Director's Signature____________________________________                                       
Date_______________________                        

PLEASE MAIL APPLICATION TO:  SC Chapter of the American Academy






      of Pediatrics

                             Post Office Box 11188

                             Columbia, SC  29211

