
 PENNSYLVANIA ORTHOPAEDIC SOCIETY 
APPLICATION FOR MEMBERSHIP 

 
 
Name:  ________________________________________________________  
 
Title (MD, DO):  ________________________________________________  
 
Bus/Org Name:  _________________________________________________  
 
Bus Address: ___________________________________________________  
 
City, State, Zip:  _________________________________________________  
 
Email.:  _______________________________________________________  
 
Bus Phone: _____________________________________________________  
 
Bus Fax:  ______________________________________________________  
 
Office Manager:  ________________________________________________  
 
Office Manager Email:  ___________________________________________  
 
County of Practice: ______________________________________________  
 
Board Certified by American Board Orthopaedic Surgery    Yes  No 
 

Home Address:  _________________________________________________  
 
City, State, Zip:  _________________________________________________  
 
Home Phone:  ___________________________________________________  
 
Spouse Name:   _________________________________________________  
 
Date of Birth:  __________________________________________________  
 
PA License No:   Year Obtained:  ________   
 
Medical Education No.:  __________________________________________  
 
MD/DO Degree From:    Year Obtained: _________  
 
Primary Specialty:  _______________________________________________  
 
Residency Training:   
 
Month/Year Began: __________   Month/Year Completed:  ______________  
 
Fellow of American Academy of Orthopaedic Surgeons    Yes  No

Board Certified by American Osteopathic Board of Orthopedic Surgery    Yes  No  
 

Practice Since Residency (include dates & locations)   

  

Sign here to authorize the Society to send you faxes:  X  
                                                                       (Federal Communication Commission Requirement) 

Membership in the Society is a privilege, not a right, which is accorded to a person who meets the qualifications of his or her class of membership. 

Type of Membership applied for:  (check one)  

 

 Active  Eligibility Requirements:  Must  be a doctor of medicine or osteopathy with a practice in the Commonwealth of Pennsylvania under a full and unrestricted 
license to so practice; be a graduate of an ACGME or AOA approved institution, or have passed an equivalency examination if graduated from a school outside of the United States; 
have completed a residency program at an ACGME or AOA approved institution, demonstrate continued adherence to the Principles of Medical Ethics as published by the American 
Medical Association, or AOA Code of Ethics as may be applicable to the practitioner; maintain the highest professional, moral and ethical standards of his community; comply with the 
dues, fees and assessment requirements established from time to time by the Board of Directors of the Society; and have practiced within the Commonwealth of Pennsylvania for at 
least two years. (Residence requirements may be waived for certified orthopaedic surgeons who have transferred into the Commonwealth of Pennsylvania and who show evidence of 
full-time medical service in the federal government which does not require licensure.)  Dues :  $400 

 

 Associate  Eligibility Requirements:  Those orthopaedic surgeons who otherwise qualify for active membership status except for the completion of the two-year 
practice requirement in the Commonwealth of Pennsylvania.  Dues:  $400 

 

 Resident/Fellow  Automatic Member, See Below: No Dues 

ACTIVE AND ASSOCIATE APPLICANTS: 
 

List two sponsors who will recommend or sponsor your election to membership.  Sponsors must be active, associate, or emeritus members of the Society.  Only 
one sponsor can be a professional associate of the applicant; the other sponsor must simply practice in Pennsylvania.  If you need a list of Society members in your 
area, contact POS at 888/772-7900. 
 
1.  Name:  _________________________________   Address:  __________________________________________________________________________  
 
2.  Name:  _________________________________   Address:  __________________________________________________________________________    

 

RESIDENT/FELLOWS: 
 

All orthopaedic residents/fellows in the state of Pennsylvania are automatic members of the Pennsylvania Orthopaedic Society.  You must be a doctor of medicine 
or osteopathy currently enrolled ACGME or AOA approved residency or fellowship program in orthopaedic surgery.  If you would like to provide the following 
information to ensure you are receiving all the member benefits, please do so. 
 
Residency Program Chair Signature:  _______________________________________  Print Chair's Name:  _______________________________________  

Institution:  ____________________________________________________________   Projected Graduation Date: _________________________________    
 

Active and Associate Applicants must include first year membership dues in the amount of $400 with this application.  Attach check payable to “POS” or  
 
VISA/MC/AMEX number: ______________________________________ Expires: __________ Last  3 digits on signature panel on back of card: ________    
 

Mail or fax your completed application with dues payment to: 
Membership Chairman, Pennsylvania Orthopaedic Society, 510 North Third St, 3rd  Floor, Harrisburg, PA  17101-1111 

Phone: 888/772-7900  FAX: 717/909-8906
 


