Escambia County Medical Society Alliance

Application for Membership & Dues Payment

Name________________________________________________________________
I am a new member        Renewing member

Address______________________________________________________________

City__________________________________State_______Zip___________________

Home Phone ________________________Cell_____________________________

Work________________________________FAX______________________________

Email________________________________________________________________
I am the spouse / widow of a physician whose name is _____________________________________________________________________

Membership Dues Amount (Please circle the amount you are enclosing.)
County dues only:  $30

(Optional)  FMA $40  / AMA $40  
Amount enclosed:         $_____________ (TOTAL $110 for all three)
Make checks payable to:  ECMS Alliance

Credit Card Type:   Visa ____MC____  AmEx____
Card #_____________________________________Exp Date_______________

Authorized Signature_______________________________________________

Please return this application to the Escambia County Medical Society Alliance

8880 University Parkway;  Suite B  Pensacola, FL 32514

Call 478-0706 for information.   Or fax this to 474-9783. 

