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 ECMS  Membership Rate Information

$375 Active, please send with application

$60 Associate (military physicians)

Retired:  Free, dinner fees only

Students & Residents: Free
Also Important Memberships:      

$400 FMA  $420.00 AMA   $150.00 FLAMPAC
Membership Application
Please Return Application and Membership Dues (membership is not complete until dues are received) to:    
Escambia County Medical Society | 8880 University Parkway, Suite B; Pensacola, Florida 32514

Call  (850) 478.0706 for information      Or fax application to:  (850) 474.9783
PERSONAL INFORMATION (please print or type)

___________________________________________________________________________________    FORMCHECKBOX 
 MD   FORMCHECKBOX 
 DO
Last Name                                                               First                                      

Middle

Name you prefer your physician peers to call you:_________________________________________________________

Sex:   FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female   Date of Birth:____/ ______ / _____ Birth Place/Home Town: __________________________

Primary Specialty: __________________________________________________________________________________ 

Secondary Specialty: _______________________________________________________________________________

FL Medical License #:  ______________________________________________________________________________

Current Practice/Group Name:________________________________________________________________________

Practice/Group Administrator/Business Manager:__________________________________________________________

Practice Type:       FORMCHECKBOX 
 Solo          FORMCHECKBOX 
 Group          FORMCHECKBOX 
 Employee          FORMCHECKBOX 
 Government Based          FORMCHECKBOX 
 Academic          FORMCHECKBOX 
 Other

Name of FMA/ECMS Member that recruited you:__________________________________________________________

Spouse's Full Name:___________________________________Contact info:___________________________________

Your spouse is qualified to join our support organization, the Alliance. May we pass her/his name on?________________
MAILING INFORMATION

Where do you prefer to receive mail?    FORMCHECKBOX 
 HOME   FORMCHECKBOX 
 OFFICE   FORMCHECKBOX 
 BOTH
_________________________________________________________________________________________________

Office Address  
                                    Home Address

_________________________________________________________________________________________________

Office City/State/Zip   
                                            Home City/State/Zip

_________________________________________________________________________________________________

Office Phone
                                 Home Phone

_________________________________________________________________________________________________

Office FAX (for meeting notifications)
                                             Home FAX (optional)

_________________________________________________________________________________________________

Email Address (for meeting notifications & legislative alerts)            Home Email Address (optional)

EDUCATION

Medical School

& location:_________________________________________________________________________Years___________
Type Residency_______________________________________Location________________________________Years______
Type
Residency_______________________________________Location________________________________Years______

Type
Fellowship_______________________________________Location________________________________Years______
1.  ALL APPLICANTS:  PLEASE INCLUDE A PHOTO COPY OF YOUR DRIVERS LICENSE.  

2.  IF YOU ARE NOT AFFILIATED WITH A LOCAL HOSPITAL THAT HAS CONFIRMED YOUR CREDENTIALS, PLEASE SEND A    PHOTO COPY OF MEDICAL SCHOOL & RESIDENCY DIPLOMAS/DOCUMENTS.

WORK HISTORY

PLEASE LIST OTHER MEDICAL PRACTICES IN CHRONOLOGICAL ORDER WITH APPROXIMATE DATES

_________________________________________________________City/State_______________________________

Contact:___________________________________________Phone__________________Dates_________________

_________________________________________________________City/State_______________________________

Contact:___________________________________________Phone__________________Dates_________________
BOARD CERTIFICATIONS

1. Name of Board: __________________________________________________________________Pending?________ 
Certified in _______________________________________________________________________Date:____________

2. Name of Board: _________________________________________________________________Pending?_________
Certified in _______________________________________________________________________Date:____________
3. Name of Board: _________________________________________________________________ Pending?________
Certified in _______________________________________________________________________Date:____________
HOSPITAL AFFILIATIONS

1. Hospital (Primary) ________________________________________________________________________________

City: _____________________________________________________________________________________________

2. Hospital ________________________________________________________________________________________

City: _____________________________________________________________________________________________

3. Hospital ________________________________________________________________________________________

City: _____________________________________________________________________________________________

MEMBERSHIP APPLICATION & QUALIFICATION QUESTIONS

Members abide by the AMA Principles of Medical Ethics and the bylaws of the Associations.  To assist us in upholding these standards, please provide answers to the following questions, sign and date. If you answer yes to any of these questions, please attach full information.

Yes   No

 FORMCHECKBOX 
      FORMCHECKBOX 
   Have you ever been convicted of fraud or a felony?

 FORMCHECKBOX 
      FORMCHECKBOX 
   Has any action, in any jurisdiction, ever been taken regarding your license to practice medicine?  This includes actions involving revocation, suspension, limitation, probation, or any other imposed sanctions or conditions.

 FORMCHECKBOX 
      FORMCHECKBOX 
   Have you ever been the subject of any disciplinary action by any medical society or hospital medical staff?

I am aware  that the information submitted in this application will be verified. I hereby authorize other organizations having information relating to this application, including governmental and regulatory entities, to release any and all such information.

I understand that any false or misleading statement made on my application may be grounds for denial of membership or probation or censure by, or suspension or expulsion from the medical society(ies).

The foregoing information is true and complete.

_____________________________________________

Signature                                                         Date

PLEASE INCLUDE ONE PHOTOGRAPH OF APPLICANT FOR OUR PERMANENT RECORDS.

The endorsement, deposit or negotiation of an applicant’s check does not constitute admission into or acceptance of membership by the CMS or FMA.  Checks received will routinely be negotiated and deposited without a determination of the propriety of the payment or the applicability of the amount.  Applicants who are not admitted to membership will receive a check refunding the amount sent in.

