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WOMA STUDENT MEMBERSHIP APPLICATION

ASSOCIATION
JIHLVYdO031lSO

Date of Application

5
2

Name

Home Mailing Address Phone ( )

City, State, Zip County
Osteopathic Medical School Class Year
Training Program Address Phone ( )

City, State, Zip

Preferred Mailing Address : Home Training Program

Preferred Email Address

Secondary Email Address

If registered to vote in Washington: Congressional District # State Legislative District #
Birthdate Gender
Pre-Med College Degree Year

“By my signature, | 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 relative to my membership
in those organizations and my professional practice. | understand that withholding or falsification of infor-
mation will result in denial of membership. Should | be granted membership, | promise to read, understand
and comply with all the requirements of the Constitution and By-Laws of the WOMA and conduct myself
and practice in accordance with the Code of Ethics of the WOMA and the American Osteopathic Associa-
tion.”

Signature of Applicant Date

If referred by WOMA member, please list :

Scan and send application to hgriffin@woma.org or submit to
PO Box 1187/Gig Harbor, WA 98335 (email preferred)

Questions? Please contact us at 425-677-3930 or you can email executivedirector@woma.org.
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