Administrative Office:

500 Cummings Center, Suite 4550
Beverly, MA 01915

Phone: (978) 927-8330
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ACTIVE MEMBERSHIP APPLICATION

(TYPE OR PRINT)

DATE _____________________________

NAME:_____________________________________________________________________________________________________________


LAST




FIRST




INITIAL

ADDRESS:
__________________________________________________________________________________________________



INSTITUTION


Office 
__________________________________________________________________________________________________



STREET


CITY



STATE

ZIP



__________________________________________________________________________________________________



TELEPHONE


FAX



E-MAIL


Home
__________________________________________________________________________________________________



STREET


CITY



STATE

ZIP

BIRTHDATE _____________________________________

HOW LONG IN PRACTICE ___________________________________

BIRTHPLACE ____________________________________

SIZE OF COMMUNITY ______________________________________
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UNDERGRADUATE TRAINING _________________________________________________________________________________________





COLLEGE



DEGREE

MEDICAL SCHOOL __________________________________________________________________________________________________




COLLEGE





YEAR OF GRADUATION

INTERNSHIP 
___________________________________________________________________________________________________



HOSPITAL




CITY



YEAR

RESIDENCY TRAINING



___________________________________________________________________________________________________



HOSPITAL




CITY



YEAR

___________________________________________________________________________________________________



___________________________________________________________________________________________________

VASCULAR FELLOWSHIP



___________________________________________________________________________________________________



HOSPITAL




CITY


CHIEF

YEAR

SPECIALTY CERTIFICATION 
___________________________________________________________________________________





BOARD




YEAR

CERTIFICATE NO.

VASCULAR CERTIFICATION

______________


__________________________________________________





YEAR




CERTIFICATE NO.

F.A.C.S_____________________________________
F.R.C.S. ___________________________________________________________


YES – NO
YEAR
YES – NO



YEAR

MEDICAL SCHOOL TEACHING APPOINTMENTS

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

HOSPITAL STAFF APPOINTMENTS

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

AVERAGE NUMBER OF MAJOR VASCULAR SURGICAL CASES PER YEAR ____________________________________________________

BIBLIOGRAPHY (ATTACH SEPARATE SHEET IF NECESSARY)

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________

REFERENCES


CHIEF OF SURGERY
___________________________________________________________________________



NAME



___________________________________________________________________________



ADDRESS



___________________________________________________________________________

WE REQUIRE IN ADDITION TO A REFERENCE FROM YOUR CHIEF OF SURGERY, REFERENCES FROM TWO OTHER SURGEONS, PREFERABLY MEMBERS OF THIS SOCIETY, WHO ARE WELL AQUAINTED WITH YOUR WORK.


___________________________________________________________________________________________________


NAME


___________________________________________________________________________________________________


ADDRESS


____________________________________________________________________________________________________


____________________________________________________________________________________________________


NAME


____________________________________________________________________________________________________


ADDRESS


_____________________________________________________________________________________________________

____________________________________________________________________________________________________________________

INITIATION FEE - $100.00 (DO NOT SEND UNTIL FORMAL ACCEPTANCE BY SOCIETY)

YEARLY DUES - $175.00 (DUES INCLUDE ANNUAL SUBSCRIPTION TO JOURNAL OF VASCULAR SURGERY)

____________________________________________________________________________________________________________________

I CERTIFY THAT THE ABOVE INFORMATION IS ACCURATE TO THE BEST OF MY KNOWLEDGE.

_______________________________

_________________________________________________________________


DATE



SIGNATURE OF APPLICANT

Completed applications must be received by January 1

Active Membership shall be limited to licensed surgeons who are certified by the American Board of Surgery or surgeons who have surgical certification equivalent to the American Board of Surgery.  In addition, applicants for Active Membership shall furnish evidence that they have completed an accredited vascular residency training program or submit evidence of otherwise equivalent experience.  Applicants who have completed an accredited vascular residency shall supply a letter of recommendation from his or her Program Director. Active Membership may also be granted to physicians who have been actively engaged in the practice of vascular surgery for two years or more after graduation and completion of general surgery residency training.  Applicants for Active Membership, who have not completed a certified vascular residency, shall submit a list of vascular procedures performed the year prior to the application.  The vascular procedures listed should include the operative results and complications. Active Members shall pay dues and shall be eligible to vote to and hold office. 

Return to:    SCVS Membership Committee, 500 Cummings Center, Suite 4550, Beverly, MA 01915


         Telephone: 978-927-8330
