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(Please type or print)











Date ________________

1.
Applicant’s Name in full _______________________________________________________________






   Last  Name                                                               First  Name                                                                                  Middle  Initial
      
2.
Date and Place of Birth ______________________________________Country_________________________


Please check preferred mailing address:

3.
(
Office Address _________________________________________________________________________



______________________________________________________________________________________

               
City 
Province/State 
       Postal Code 
          Country



Tel. (         ) _________________ Fax (        )_________________E-Mail Address__________________ 
                                  

                                 Area Code 
                           Area Code

4.
(
Residence Address________________________________________________________________________



_______________________________________________________________________________________



City
Province/State
     Postal Code

       Country

5.
EDUCATION
Institution
Degree & Date Awarded


College/University
_____________________________________________________________________


Medical School
_____________________________________________________________________


Postgraduate Training
_____________________________________________________________________


Type

Institution



Program


Inclusive










Director


Dates


Internship

____________________________________________________________________________


Residency

____________________________________________________________________________


Fellowship

____________________________________________________________________________


Other

____________________________________________________________________________

6.
HOSPITAL APPOINTMENTS  (begin with current)


Institution
              Inclusive Dates


__________________________________________________________________________________________

__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________

7.
ACADEMIC APPOINTMENTS   (begin with current)
(Please check one)


Institution
Title
Clinical?
Full Time?
Inclusive Dates


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________


__________________________________________________________________________________________

8.

Full Membership: 
$125.00  Annual Dues ( dues are from September to August)




Resident Membership
$ 25.00   Annual Dues (no initiation fee)




All funds are in Canadian dollars.

Please make cheque payable to:

Canadian Association of Thoracic Surgeons

Mail to:

Dr. Richard Finley

Secretary/Treasurer

Canadian Association of Thoracic Surgeons

c/o Department of Surgery

910 West 10th Avenue, 3rd Floor

Vancouver, B.C.  V5Z 4E3

CANADA

If you have any questions, please contact Dr. Richard Finley at (604) 875-4136

or Joanne Clifton at (604) 875-5355



C A T S


Canadian Association of Thoracic Surgeons


L’Association Canadienne de Chirurgie Thoracique





Active Membership Application














