
MAINE OSTEOPATHIC

ASSOCIATION

MEMBERSHIP APPLICATION

2008

Maine Osteopathic License No. _________  Date Issued: ________________ AOA Number: _______________

Name: (Print) ____________________________________________________________________________________

Mailing Address: (Business)________________________________  City: __________________ State: ____   Zip:________

Practice Name: ____________________________________________________________________________________

Office Phone: _________________    Fax Number: ________________   E-mail Address: _____________________________

Office Manager: _____________________________  Specialties Practiced:      _________________           ________________

Please indicate the level of OMT you do in your practice:  (circle one)

1 - None         2 - Occasionally 3 - Quite Frequently    4 - Almost Exclusively

Current Practice Status:  (Membership year is June 1 - May 31)

               _____   Interns & Residents: $    0 _____  Full Membership: $375.
             _____  1st Year in Practice: $125. _____  Retired: $  57.
             _____  2nd Year in Practice: $250. _____  Out-Of-State Member: $188.

Other State Licenses Held: ____________________________________________________________________________

Practice Locations and Dates:__________________________________________________________________________

Pre-Osteopathic College ___________________________________ Graduated:____________ Degree:________________

Osteopathic College:  ___________________________________________________    Year: _____________________

Internship Completed At:  _______________________________________________         Year: _____________________

Residency Completed At:_________________________________________________    Year: _____________________

Specialty Certification: __________________________________________________    Year: _____________________

HOSPITAL STAFF MEMBERSHIP (Please indicate current hospital membership with location, dates, type active, consulting, courtesy)

and titles of any official positions held. ____________________________________________________________________

PERSONAL INFORMATION

Mailing Address: (Home)_____________________________________________________________________________

Street              City State                         Zip

Home Phone: _____________________      US Citizen? _________ If not, where? __________________________________

Date of Birth: ________________________  Place of Birth: __________________________________________________

Marital Status:______________________ Spouse Name: ___________________________________________________

MILITARY SERVICE  Branch:_____________________________Rank:__________________ Date of Discharge:__________

Referred by:_________________________________________________________________

Return the completed membership application with your dues payment to:

MAINE OSTEOPATHIC ASSOCIATION 693 WESTERN AVE., #1, MANCHESTER, MAINE  04351

 FAX: (207) 623-4228 (CREDIT CARD PAYMENTS ONLY)

OR APPLY ON-LINE AT WWW.MAINEDO.ORG

PAYMENT METHOD:

___ Check enclosed   ___ Master Card   ___ Visa        Card #________________________________   Exp. Date:  _________

 Signature:  _____________________________________________ Date: _____________________________

              Dues to the Maine Osteopathic Association are not deductible as a charitable contribution, but may be deductible as an ordinary and necessary business expense.  A portion of dues, however, is

not deductible to the extent that the Maine Osteopathic Association engages in lobbying.  The non-deductible portion of dues  is 15%.)


