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Annual Membership Fee Registration Form

	

	First Name:     
	Last Name:      
	 Middle:

     

	Degree (MD, PhD, etc. separate with commas)
     
	Email Address:
     

	Address 1:      
	Address 2:      

	City:      
	State or Province:      

	Country:      
	Postal Code:      

	Affiliated Hospital:      
	Affiliated Medical School:      

	Department:      
	Professional Title (ex. Associate Professor)
     

	Business Phone Number:      
	Business Fax Number:      

	Primary Specialty:      
	Secondary Specialty:      

	Interests (Research and Clinical):      


	Membership Dues

	 FORMCHECKBOX 
 $100.00 US (Dues only)

 FORMCHECKBOX 
 $140.00 US (Dues plus subscription to Obstetric Medicine Journal)
 FORMCHECKBOX 
 $50.00 US (trainees/non-physicians)

 FORMCHECKBOX 
 Additional contribution $     
 Total US$      



	Method of Payment:       FORMCHECKBOX 
 VISA        FORMCHECKBOX 
 Mastercard     FORMCHECKBOX 
 Cheque

	Credit Card number
     
	3 digit security code            Expiry date

             FORMTEXT 

     
                           

	Please print this page and mail it with your payment to the below address. Credit card users may also fax the form to (416) 586-4494 c/o Erin Stott or call (416) 586-8411 to give payment over the phone.

Cheques should be made payable to the International Society of Obstetric Medicine. 

Dr. Mathew Sermer c/o Erin Stott
Mount Sinai Hospital

600 University Drive

Room #1007

Toronto, Ontario

Canada M5G 1X5




