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2012 ASSH SUPPORTING MEMBERSHIP APPLICATION

Complete all sections of the application form, preferably electronically.*Follow instructions on page 5 for submission details. ASSH must receive your application and supporting materials no later than Monday, February 6, 2012.  *You may download this form in Word format from www.assh.org.  

USE YOUR TAB KEY TO NAVIGATE TO EACH FIELD.
NAME OF APPLICANT                                                             
WORK INFORMATION

Office/Practice/University Name                                                             
Work Address                                                                      
City                                   State/Province                          
Zip/Postal Code                 Country                                         
HOME INFORMATION

Home Address                                                                       
City                                   State/Province                          
Zip/Postal Code                 Country                                         
Preferred address for correspondence (please check one):
 FORMCHECKBOX 
 Office/Work  

  FORMCHECKBOX 
 Home
Office Telephone                         

Office Fax                        
Home Telephone                         

Cell Phone                        
Primary E-mail                              Alternate Email                             
Office/Work Website                                         
Date of Birth      
PROFESSIONAL QUALIFICATIONS
Undergraduate degree(s)                                               Year Completed     
Medical School                                                      Year Completed     
Internship (P.G. 1)                                                    Year Completed     
Residency (P.G. 2, etc.)                                                 Year Completed     
Additional Residency (P.G.2 etc)                                        Year Completed     
POST-RESIDENCY FELLOWSHIP IN HAND SURGERY
Start Date       End Date      
Program Name                                   Fellowship Director                        
Address                                                                              
City                                   State/Province                                  
Zip/Postal Code                 Country                                               
ADDITIONAL POST-RESIDENCY FELLOWSHIP IN (Specialty)                               
Start Date       End Date      
Program Name                                   Fellowship Director                        
Address                                                                              
City                                   State/Province                                  
Zip/Postal Code                 Country                                               
Licensed to practice medicine in:
State or Country                                Date        License Number           
State or Country                                Date        License Number           
SPECIALTY BOARD CERTIFICATIONS – (ABOS, ABPS, ABS, etc.)
Board                                Certificate Number                 Date      

(if applicable)
Board                                Certificate Number                 Date      

(if applicable)
Board                                Certificate Number                 Date      

(if applicable)

ASSH ANNUAL MEETING ATTENDANCE
Please check the ASSH Annual Meetings you have attended:

 FORMCHECKBOX 
 2009 San Francisco, CA

 FORMCHECKBOX 
 2010 Boston, MA

 FORMCHECKBOX 
 2011 Las Vegas, NV
MEMBERSHIP IN RELATED PROFESSIONAL ORGANIZATIONS – (AAOS, ASPS, AAHS, etc.)
Organization                                                        Year Admitted     
Organization                                                        Year Admitted     
Organization                                                        Year Admitted     
Organization                                                        Year Admitted     
POST-FELLOWSHIP POSITIONS
	From

Year
	To

Year
	Location
	Type of Practice

(Group, Solo, etc)
	Percentage  of Hand/Upper Extremity Cases

	    
	    

	                                                                               
	                                 
	    

	    
	    

	                                                                               
	                                 
	    

	    
	    

	                                                                               
	                                 
	    

	    
	    

	                                                                               
	                                 
	    


HOSPITAL AND UNIVERSITY STAFF AFFILIATIONS (Since completing fellowship(s))
	From

Year
	To

Year
	Hospital, University, Department

Name and Location
	Chief of Service

Name
	Your Position

	    
	    

	                                                                                   
	                             
	                   

	    
	    

	                                                                                   
	                             
	                   

	    
	    

	                                                                                   
	                             
	                   

	    
	    

	                                                                                   
	                             
	                   


PERSONAL STATEMENT

Please submit a 250 - 400 word personal letter describing your eligibility for and interest in membership in the American Society for Surgery of the Hand. 

CONTRIBUTIONS TO HAND SURGERY
Please list on separate pages:

1. Publications: List all publications related to hand surgery and note the authors, title, journal, volume, inclusive pages and year.  Do not list papers in press or projects in progress.
2. Teaching: List your regular teaching and clinic assignments in hand surgery in the past three years, other than those connected with your private practice.  Include location, hospital, or university affiliation and your duties.

3. Presentations: List all presentations related to hand surgery made at Annual Meetings of the American Society for Surgery of the Hand or other national or regional meetings.







4. Basic Research: List research grants awarded, including granting source, date of award, and dollar amount.  Indicate if you were the principal investigator.

5. Professional and volunteer community service(s) you perform.
Please note if any of the following apply to you, and include specific information.

Director or chair of department                                                        
Director or division chair                                                        
Director of fellowship program                                                        
On faculty of fellowship program                                                        
DISCIPLINARY RECORD
1.
Have you ever been convicted of a felony?  If yes, please provide details on a separate sheet.   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

2.
Have you been subjected to disciplinary action by a hospital or local, regional, state, or national medical society?  If yes, please provide details on a separate sheet.   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

3.
Have you ever had your license to practice medicine restricted or revoked either through governmental action or voluntary surrender?  If yes, please provide details on a separate sheet.   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

4.
Have you ever had your hospital membership or privileges revoked, restricted or denied?  If yes, please provide details on a separate sheet.   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

5.
Have you ever had your membership in a regional, state or other medical society revoked, restricted or denied?  If yes, please provide details on a separate sheet.   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

6.
Have you ever been censured by a state or other medical society or by a hospital?  If yes, please provide details on separate sheet.   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No
Sponsorship letters 

Please identify your sponsors below. 

Sponsor #1                                                                  
Sponsor #2                                                                  
Sponsor #3                                                                  
ASSH SUPPORTING MEMBERSHIP APPLICATION CONSENT

I hereby request and authorize the evaluation and validation of my credentials in accordance with, and subject to, the rules and procedures of the American Society for Surgery of the Hand.  In furtherance of my application for membership in the ASSH, I request and authorize any hospital, medical staff, medical organization, state agency or individual who may have information (including medical records, patient records, and committee reports) which they deem relevant to my fitness for membership, to provide such information to ASSH.

I hereby waive any claim for damages, or otherwise, that I may have against any hospital, medical staff, medical organization or individual who supplies information with respect to my application, the ASSH, its officers, directors, members, employees, and agents by reason of any act of omission or commission that they, or any of them, may take in good faith in connection with this application.  I understand that the decision as to whether or not I qualify for membership vests solely and exclusively in the ASSH and that its decision is final.
Your application and any other information obtained in connection with your application becomes the property of the American Society for Surgery of the Hand upon receipt and will not be returned to the applicant during or at the conclusion of the application process.

I understand that by providing my fax number or email address I consent to receive advertising communications sent by or on the behalf of the American Society for Surgery of the Hand and American Foundation for Surgery of the Hand via fax or email. 

I have received and reviewed the ASSH Code of Ethics and Professionalism – see Supporting Membership Application Instructions.  By applying for membership within the American Society for Surgery of the Hand, I agree to abide by this code of ethics.  I represent that the information provided in this application is truthful and accurate.

Date      
Signature of Applicant                                         
YOUR COMPLETED FORM AND ALL SUPPORTING MATERIALS MUST BE RECEIVED NO LATER THAN monday, FEBRUARY 6, 2012.  Submission options:

All electronic submissions should be in WORD or PDF format.  

All paper submissions should be mailed originals or legible faxed documents.

EMAIL (preferred): membership@assh.org

FAX:  (847) 384-1435

Mail:
Membership Services

American Society for Surgery of the Hand

6300 North River Road, Suite 600

Rosemont, IL 60018-4256

QUESTIONS?  Contact Jeanne Bloesch – Senior Membership Coordinator at: 847.384.8300 or email jbloesch@assh.org or membership@assh.org
SUBMISSION DEADLINE is FEBRUARY 6, 2012
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2012 ASSH SUPPORTING MEMBERSHIP APPLICATION FEE – 
PAYMENT FORM

Applicant Name:                                                                    
IF PAYING VIA CREDIT CARD:

· Enclose this form with your completed membership application.

· Alternately, you can fax this form to (847) 384-1435.

· Complete the following information to charge your $300 application fee: 


 FORMCHECKBOX 
 VISA
 FORMCHECKBOX 
 MasterCard

 FORMCHECKBOX 
 American Express

 FORMCHECKBOX 
 Discover

Card Number:                       Expiration Date:           Security Code (CSV)     

Name as it appears on card:                                                        

Signature:                                                                     
IF PAYING VIA CHECK:
· Do not enclose this form with your completed membership application.
· Make $300 check payable in US funds to American Society for Surgery of the Hand.  
· Mail check payment and this payment form ONLY (DO NOT MAIL COMPLETED APPLICATIONS) to:
American Society for Surgery of the Hand

Department 1005

PO Box 6500

Chicago, IL 60680

Questions?  Contact Jeanne Bloesch – Senior Membership Coordinator at (847) 384-8300 or email jbloesch@assh.org or membership@assh.org 

SUBMISSION DEADLINE is FEBRUARY 6, 2012
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Final Application Checklist

ASSH SUPPORTING Membership APPLICANTS

(Retain A COPY for your recordS)

All electronic submissions should be in WORD or PDF format and submitted to:  membership@assh.org 
All paper submissions should be mailed originals or legible faxed documents.

Mail:

Membership Committee
American Society for Surgery of the Hand

6300 North River Road, Suite 600

Rosemont, IL 60018-4256

Fax: 847/384-1435 - any faxed documents must be legible
 FORMCHECKBOX 
 Completed application signed by applicant. 
 FORMCHECKBOX 
 Application fee: $300 payment via check or credit card – Visa, MasterCard, American Express or Discover (Use form page 6).  Payment can be mailed, faxed, or phoned into ASSH Central Office.  Do not email form.) 

 FORMCHECKBOX 
 Personal Statement (details on page 3 of application)
 FORMCHECKBOX 
 Contributions to Hand Surgery (details on page 3 of application)
SPONSORSHIP LETTERS (Must be signed and on sponsor’s letterhead, sponsors must be ASSH Active Members elected in 2008 or earlier).

 FORMCHECKBOX 
 Sponsor #1 ________________________________________________________

 FORMCHECKBOX 
 Sponsor #2________________________________________________________

 FORMCHECKBOX 
 Sponsor #3________________________________________________________

Questions?  Contact Jeanne Bloesch – Senior Membership Coordinator at: (847) 384-8300 or e-mail: jbloesch@assh.org or membership@assh.org. 
SUBMISSION DEADLINE is FEBRUARY 6, 2012
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