
Western Society of Allergy, Asthma and Immunology

 APPLICATION FOR MEMBERSHIP

Return to: WSAAI  .  P.O. Box 8540  .  Surprise, AZ 85374.   E-Mail: wsaai@aol.com

Please print or type the following:PRIVATE 

Name:__________________________________________________________________________________ 
 

                      First


Initial

Last

Include Professional Degree

Spouse:_________________________________________________________________________________
                      First


Initial

Last

Include Professional Degree
Office Address:___________________________________________________________________________ 
                                        Street               

City                          State                 Zip Code   

Phone:___________________ Office Fax:___________________ E-Mail:____________________________
Home Address:___________________________________________________________________________   

           Street                

City                          State                  Zip Code

Home Phone:_____________________________________________________________________________
Place of Birth:______________________________________   Date of Birth:_________________________

EDUCATION AND POSTGRADUATE TRAINING
Undergraduate:___________________________________________________________

                        

College of University                   Year Graduated                        
  Degree
Medical School:___________________________________________________________

                         

Name


     Year Graduated
                                    Degree
Hospital Training:_________________________________________________________

                         

Internship 



                   
   Years                                                                                        

Residencies and Fellowships:________________________________________________

______________________________________________________________________

Include All Special Training In Allergy:________________________________________

_______________________________________________________________________

PRACTICE
Licensure:_______________________________________________________________

               

State                       
Year                              Certificate Number
American Board Certification:_______________________________________________

                       


 Specialty                      


 Subspecialty

Year Certified:____________
If Not A Board Member, Are You Eligible for Certification?_______________________
I Have Practiced In The Following Places For Years Named:

________________________________________________________________________

________________________________________________________________________

Is Your Practice Limited To Allergy? _____________What Percent?__________________

Teaching Position And/Or Clinical Appointments:_________________________________            

_________________________________________________________________________
Societies:  Are You A Member Of?

1.  Your County Society:   ____________________________________________________
2.  ACAAI:  _______________________________________________________________
3.  AAAAI:    ______________________________________________________________

4.  Your Local Society of Allergy:  _____________________________________________
5.  Other Societies:  _________________________________________________________
Military Experience:  ________________________________________________________

REFERENCES:  Give Three Professional References - Must Be Specialists in Allergy 

and Members of the Western Society of Allergy, Asthma and Immunology

Name: (WSAAI Current Member)              Complete Address:
______________________________     _________________________________________




                Address
 City
 State

 Zip
______________________________
    ________________________________________




                Address
 City 
State

 Zip
______________________________
     ________________________________________





    Address 
 City 
State

 Zip
PLEASE ENCLOSE A COPY OF YOUR CURRICULUM VITAE
Signature:_________________________________________Date:___________________

