
 Active 
 Associate 

APPLICATION FOR MEMBERSHIP 
 

 

Name:  _____________________________________________ DOB: _____________________ 

Office Address: _________________________________________________________________ 

City: _______________________________________ State: ____________ ZIP: _____________ 

Telephone: ________________________ E-mail: ______________________________________ 

Home Address: _________________________________________________________________ 

City: _______________________________________ State: ____________ ZIP: _____________ 
 
Undergraduate Education: ___________________________ Degree: _____________ Date: ______________  

Medical School: ____________________________________ Degree:______________ Date:_______________ 

 Internship: __________________________________________________________   Date:_______________ 

 Residences and Graduate Education: ____________________________________________________________ 

 __________________________________________________________________________________________ 

 __________________________________________________________________________________________ 

How long have you been in practice in Cleveland?  ________________________________________________________ 

Current Hospital Affiliation(s): 

___________________________________________________________ City_____________________________ 

___________________________________________________________ City_____________________________ 

___________________________________________________________ City_____________________________ 

Certification by the American Board of Surgery or its equivalent_________________ Date______________________ 

Fellowship in the American College of Surgeons or its equivalent________________ Date: ____________________ 

(Please send copy of certification or equivalent with application) 

Associate applicants – date of planned board exams_______________________________________________________ 

Certification or Membership in other National Surgical Organizations: 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Membership in local Medical Societies__________________________________________________________________ 

_________________________________________________________________________________________________ 

 

Date:__________________     Signature:________________________________________________________________ 

 

 

Sponsors are to be Active Members of the Cleveland Surgical Society. 

_________________________________   _________________________________________  ____________________ 
                   (Please print name)                                                                             (Signature)                                    (Date) 

_________________________________   _________________________________________  ____________________ 
                   (Please print name)                                                                             (Signature)                                    (Date) 
 
 

Recommendation of Membership Committee:___________________________________________ Date:_________________ 

Recommendation of Executive Council:________________________________________________ Date:_________________ 

Acceptance Letter Mailed: ______________________________    CSS Certificate given: ____________________________________ 

 

fslezak
Typewritten text
e

fslezak
Typewritten text
Email to admin@clevelandsurgical.org


	Check Box6: Off
	Check Box7: Off
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text47: 
	Text48: 
	Text49: 
	Text50: 
	Text51: 


