
Membership Application Form

Qty	 Description			 Price		

Physicians			 $50		

Non-Physicians			 $25

Company: _______________________________________________________________________

Contact:: ________________________________________________________________________

Title: ___________________________________________________________________________

Address: ________________________________________________________________________

City:_____________________________________________________________________________

State:_________________________________________  Zip:______________________________

Telephone:________________________________________________________________________

Fax:______________________________________________________________________________

Email:_____________________________________________________________________________

Web-site:___________________________________________________________________________

Name/Position of Person Filling Out This Form:_____________________________________________			

Charge all fees to my credit card		 We’ll send checks by mail	

Name : _________________________________________________________________________

Address: ________________________________________________________________________

Card No.: ________________________________________  Exp. Date: _________________________	

VISA		 MasterCard		 AMEX		

________________________________________________________________________________

Authorized Signature				 Date

Please fax or e-mail this information to The Greater Washington Society of Anesthesiology at 
Fax# (410) 502-5312 or E-mail: info@g-w-s-a.com


