Dental Association

Name:

APPLICATION FOR MEMBERSHIP

Last First Middle

Address:

Street City State

Office Phone Number: )

If you practice in multiple locations, please list primary location above and satellite offices with phone

numbers on the reverse side.

Home Address:
Street City State
Home Phone: __( )
e ek e e ek ke ek ke ek ke ek ok ke
Age: Date of Birth: Birthplace:
US Citizen? If not, what country?

B s e S S S S S S e S e e e e e e

Dental School: Year Degree
Present Dean of Dental School if known:
College: Year Degree
Post Graduate: Year Degree
Present Director of Program if known:
ek e ek ke ke ek ek ke ek ke ke Ak ke
Florida Dental License Number Year licensed in Florida

Type of Practice:

(General, Specialty, University, etc.)

Associated with:

List other State licenses:




History of practice since graduation:

Memberships in Dental organizations (current)

Special contributions to Dentistry:

Military Service Record:

Branch

Spouse’s name:

Period Served

Endorsed by two active members of Alachua County Dental Association:

Print name:

Signature

Print name:

Date

Signature

Date

I hereby apply for Provisional Membership in the Alachua county Dental Association. If I am accepted
for active membership, | agree to abide by the Constitution and Bylaws of the Alachua County Dental

Association. | have enclosed the appropriate dues for the current year.

I acknowledge that any false information in my application can be cause for rejection of my application.

Signed: Date:

Revised September 2007




