
NEW JERSEY SOCIETY OF PLASTIC SURGEONS 
202 West State Street, Trenton  NJ  08608 

Phone:  609-392-5558     Fax:  609-392-2664 •   
APPLICATION FOR MEMBERSHIP 

 
 

NAME:         DATE OF BIRTH:     
 

PRACTICE NAME:              
 

STREET: _______________________________________         
 

CITY:         STATE:   ZIP:     
 

PHONE:                                          FAX:                                         
 
E-MAIL:  ** IMPORTANT ** ____________________________________________________________________________             
 

HOME ADDRESS:              
 

CITY:                   STATE:   ZIP:     
 

PHONE:    FAX:    E-MAIL:      
 

PREFERRED MAILING ADDRESS (CHECK ONE):  OFFICE:            HOME:                
 

MAIN HOSPITAL APPOINTMENT:            
 

TITLE:         FROM    TO      
 

OTHER HOSPITAL APPOINTMENT:            
 

MEDICAL SCHOOL APPOINTMENT:                                   
 

TITLE:        FROM      TO    
 

MEMBERSHIP IN SOCIETIES, COLLEGES, SPECIALTY BOARDS, ETC.       
 
                
 
NJ LICENSE NUMBER ______________________________________________________________________________                   

  
TRAINING 

 

UNDERGRADUATE       DEGREE    YEARS ATTENDED    
 

MEDICAL SCHOOL       DEGREE    YEARS ATTENDED    
 

INTERNSHIP AND RESIDENCY       FROM    TO    
 

FELLOWSHIPS                      FROM   TO    
  
 

REFERENCES (Two Written Required, testifying to proficiency in Plastic Surgery) 
 

                
 

                
 

  
APPLICANT’S SIGNATURE:                     DATE:  ________  
 

Please include annual dues payment of $200 

http://www.vascularsocietynj.org/

	APPLICATION FOR MEMBERSHIP

