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Membership Eligibility Requirements and Application
Membership in the Society is a privilege, not a right, which is accorded to a person who meets the qualifications of his or her class of membership.

Active members shall:
· be a doctor of medicine or osteopathy with a practice in the State of Massachusetts under a full and unrestricted license to so practice;

· be a graduate of an AMA approved medical school, AOA approved school of osteopathic medicine, or have passed an equivalency examination if graduated from a school outside of the United States;

· have completed an orthopedic residency program at an AMA approved institution or a program deemed by the Board of Directors in its sole discretion as being an equivalent program;

· demonstrate continued adherence to the Principles of Medical Ethics as published by the American Medical Association, or AOA Code of Ethics as may be applicable to the practitioner, maintain the highest professional, moral and ethical standards of his/her community; and

· comply with the dues, fees and assessment requirements established from time to time by the Board of Directors of the Society.

Active members are eligible to vote, hold office, serve on committees and sponsor candidates for membership.

Resident/Fellow members shall:
· be a doctor of medicine or osteopathy who are actively enrolled in a full-time residency program in orthopedic surgery at an institution approved by the Liaison Committee on Graduate Medical Education or who are in an AMA-approved residency or fellowship program in orthopedic surgery.

Resident/Fellow members are not required to pay dues, fees or assessments.  They are not entitled to vote, hold office, serve on committees or sponsor candidates for membership. 


Please complete (print or type) the application below and mail with dues payment to:                                                                                     Massachusetts Orthopaedic Association

Administrative Office
26 Riggs Avenue, West Hartford, CT  06107
(860)561-5205  phone                                                                                                                                              
First Year New Member Dues $150.00

 (checks payable to the Massachusetts Orthopaedic Association)   
Type of membership applied for:         __Active        __Resident/Fellow (No Dues)

Name:___________________________________________________________________________
Practice Name:_______________________________________________________________ ____                   Business Address:________________________________________________________________
City_____________________________________________________    Zip___________________                       
Business Phone:_________________________________ Fax_____________________________

Preferred E-Mail:________________________________________________________
Office Manager:____________________________Office Manager Email:____________________ 

Home Address:___________________________________________________________________

Home Phone:_________________________________Date of Birth:________________________
MD/DO Degree From:______________________________________________________________                                   Year Graduated:_______________                                                                                                                          
Residency Training:_______________________________________________________________
Month/Year Began:__________________     Month/Year Completed:_______________________                  

MA License No.:____________________________________ Year Obtained:_________________
Sponsor’s Name_______________________________________________________________________ Sponsor’s Address_______________________________________________________________________    Sponsor’s Phone________________________________________________________________________ 
For information only, not a condition of membership                                                                                            ABOS Board Certified?   __Yes __No                                            Member of AAOS?   __Yes __No                                           


THIS SECTION TO BE COMPLETED BY RESIDENT/FELLOW APPLICANTS ONLY
Provide name, address, and signature of your residency program chairman, who certifies your qualification for election to membership.

Name:___________________________________________________________________________
Address:_________________________________________________________________________
Institution:_______________________________________________________________________
Projected Graduation Date:_________________________________________________________
Program Chair:________________________________________________________
Program Chair Signature:__________________________________________________________
Thank you for your application.  If you have any questions, please call the Association at (860)561-5205. 
7/11
