The Medical Society of Northern Virginia

Membership Application

PERSONAL AND OFFICE INFORMATION

First Name _____________________   Last Name _________________________  M.I.  ____     M ____ F ______
Practice Name ____________________________________________________ Year Began Practicing _________
Office Address _______________________________________City_____________________Zip______________
Work phone ___________________ Fax __________________ E-mail ___________________________________
WEB Address_________________________________________________________________________________
Home Address ___________________________________________City ________________ Zip+4____________

Date of Birth ____________________Place of Birth __________________________________________________


     Month/ Day
EDUCATION AND LICENSE INFORMATION

Medical School ______________________________State or Country ______________ Year graduated ________
Residency (Where) _______________________________________________________ (When ) ______________

Board Certifications:  Specialty ____________________   Sub-specialty __________________________________ 
Virginia Medical License number __________________________________________ Expiration Date _________
Hospital Affiliations ___________________________________________________________________________
By signing this application and if elected to membership in the Medical Society of Northern Virginia (MSNVA), I agree to conduct myself professionally according to the principles of medical ethics and the MSNVA By-Laws and Amendments. I authorize the medical society to consult with persons with information bearing on my qualifications and consent to the inspection of all records and documents bearing on my qualifications and release from liability all individuals and organizations who, in good faith and without malice, at the society’s request provide information relating to my qualifications.

All applications are reviewed and approved by the MSNVA Board of Directors. As a member you will be featured on our website, please submit a professional photo to msnvaleadership@msnva.org . Your photo can be hyperlinked to your practice website. To opt out please mark this box □
_____________________________________________________                  _________________________

                                         Signature                                                              
                          Date

Active Dues: $395
 


Completed applications may be faxed to 703-934-8449 or emailed to msnvaleadership@msnva.org Payment must be included
The Medical Society of Northern Virginia

A partnership between the Fairfax County and Alexandria Medical Societies

3929 Old Lee Highway, Unit 92-D ~ Fairfax, Virginia 22030 ~ 703-934-8818

www.msnva.org
