STUDENT MEMBERSHIP APPLICATION CWASEINGTOMN .

ALLACIALIIGN
SIE Y403 150

Date of Application *MED I Z 4L"

WOMA

Please type or print legibly
(Applicationswill be returned if not legible.)

Name Phone

Current Mailing Address

(City) (State) (Zip)
Email Address
Osteopathic Medical School Class Y ear
Gender M _F
Permanent Address Phone
(City) (State) (Zip)
AOA# Congressional District# State L egidative District #
Birthdate Spouse’s Name
Pre-Medical College Degree __ Year _____

| am willing to serve as an e-mentor for a premed student. (All communication isdone by email.)

If you know any WOMA members, please ligt here:

“By my Sgnature, | hereby authorize release of the information contained in this application and WOMA membership file
to those organizations or hospitals to whom | may subsequently apply for membership; and release to WOMA, by
organizations, agencies and hospitals of information reative to my membership in those organizations and my professond
practice. | understand that withholding or falSfication of information will result in denia of membership. Should | begranted
membership, | promise to read, understand and comply with al the requirements of the Congtitution and By-Laws of the
WOMA and conduct mysdlf and practice in accordance with the Code of Ethics of the WOMA and the American
Osteopathic Association.

Signature of Applicant Date

W.O.M.A./P.O. Box 16486 / Seattle, WA 98116 / (206) 937-5358 / FAX (206) 933-6529/www.woma.org
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