
NEW YORK REGIONAL SOCIETY OF PLASTIC SURGEONS 
 

APPLICATION FOR MEMBERSHIP 
 
I AM A CANDIDATE MEMBER / FULL MEMBER OF ASPS (circle one).  Date: __________________ 
 
I hereby make application for Candidate Membership or Full Membership in the New York Regional 
Society of Plastic Surgeons. 
 
Name: ___________________________________________________ Birthdate: ___________________ 
 (Last)        (First)     (Middle) 
 
Office Address: ____________________________________________Tel: _______________________ 
_________________________________________________________ Fax: _______________________ 
        Email: _____________________ 
 
Home Address:____________________________________________ Tel: _______________________ 
________________________________________________________ 
 
Paramedical education (include dates attended & degree(s) obtained): 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Medical education (include dates attended & degree(s) obtained): 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Residency training (include hospital, type and dates attended in chronological order):  
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Current hospital appointments: ____________________________________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Medical / surgical society memberships & fellowships: _______________________________________ 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Medical license (include State, number & date obtained): 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
Certification by American Boards (include name of Board and date): 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
HAS ANY PROFESSIONAL DISCIPLINARY ACTION EVER BEEN TAKEN AGAINST YOU? 
Yes _____  No _____      (If yes, please attach explanation). 
 
APPLICANT’S SIGNATURE: _________________________________________ Date:_____________ 
 
ACTION OF SOCIETY: _________________________________________________________________ 
 
Return application to: NYRSPS, P.O. Box 3191, Grand Central station, New York, N.Y. 10163 Phone/Fax: (212) 620-5653 


