
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Categories of Membership:  (  ) Regular Member   (  ) Intern & Resident 
(  ) First year of practice   (  ) Second year of practice  (  ) Student 
 
PLEASE TYPE      MEDICARE PROVIDER NUMBER  ________________ 

Name: __________________________________________________________________   Male  Female 

Office: ___________________________________________________________________________________________ 
   Street     City   State  Zip 

Office Telephone: (           )________________________Fax: (           )________________________________________ 

Residence: _______________________________________________________________________________________ 
   Street     City   State  Zip 

Residence Telephone:  (             ) ________________________  E-Mail: ______________________________________ 

For Mail:  Office  Home  (select one) 

Birth:___________________________________________________________________Date: _____________________ 
   City    State or Country 

Marital Status:   Not Married    Married – Spouse’s Name: ______________________________________________ 

Has your license to practice medicine ever been denied, suspended or revoked by any government agency?  yes  no 
Have you ever been censored, suspended, expelled or been disciplined by any professional 
society/licensed health care facility / or other?              yes  no 
Have you ever been arrested or charged with any crime, offense or violation of law other than traffic violations?       yes  no 
If yes to any of the above, indicate where, when and why: __________________________________________________ 

Have you ever been a member of another county medical society in New York State?  yes  no 

If Yes, please indicate which one             

Specialty: _____________________________________Board Certified?  yes no 

If certified, what board?               

Worker’s Comp. Board Rating:      Date:      Number:     

Professional Corporation (PC)?   Yes  No   Social Security #:       

Medical Society Use Only 
Application accepted Date:       Class of Membership:       

Medical Education (ME) number:          

APPLICATION FOR MEMBERSHIP 
IN THE 

NASSAU COUNTY MEDICAL SOCIETY, INC 
1200 STEWART AVENUE 

GARDEN CITY, NEW YORK 11530 

AND THE 

MEDICAL SOCIETY OF THE STATE OF NEW YORK 
420 LAKEVILLE ROAD, LAKE SUCCESS, NEW YORK 11042 

 
 I also apply to the AMERICAN MEDICAL ASSOCIATION 

515 NORTH STATE STREET, CHICAGO, ILLINOIS 60610 
 

SPACE FOR 
PHOTOGRAPH



  

RECORD OF MEDICAL EDUCATION AND PRACTICE 
Medical Education 

College, Degree, Date: ______________________________________________________________ 

Medical College, Degree Date: ___________________________________  ECFMG # ___________ 
Chronological account of applicant’s training, military service and practice since graduation from medical school.  Include 
Internship, residency and postgraduate study.  Please leave no unexplained interval in sequence of dates, or attach explanation. 
 

             DATES 
HOSPITAL   SERVICE  POSITION HELD  FROM      TO     

               

               

               

                

PRESENT HOSPITAL AND CLINIC AFFILIATIONS;          

               

               

                

NATIONAL MEDICAL ASSOCIATION MEMBERSHIPS:          

               

                

In applying for membership, I agree to comply with the bylaws, rules and regulations of the county society, the 
MSSNY Second District Branch and the Medical Society of the State of New York: 
 

                
   Date       Applicant’s Signature 
 

This application MUST be submitted with dues payment to the treasurer of the county medical society. 

 

To the NASSAU COUNTY MEDICAL SOCIETY: 
The undersigned active members of this county medical society, having read this application, recommend the applicant 
for election to membership: 
 
       MD/DO       MD/DO 
 (Please print name under signature)     (Please print name under signature) 

                
REPORT OF THE BOARD OF CENSORS 

 

I hereby recommend that this application be: 

(Approved)  (Rejected)          Date:       



(Approved)  (Rejected)          Date:       


