
WHAT COM  COUNT Y  M E DICAL  SOCIE T Y  
APPL ICAT ION FOR  ME MBE R SHIP 

 
 
PE R SONAL  INFOR MAT ION  
 
Name    MD/DO   
                         L ast                                       F irst                                             Middle 
 
Birthplace   Date of Birth   Social Security No.    
 
C itizenship   Foreign L anguage(s)   Spouse' s Name   
 
Home Address   Home Phone    L egislative Dist.    
 
PR ACT ICE  INFOR MAT ION 
  
Office Address   Specialty   
 
Bellingham Phone   Pager/Cell Phone   E mail Address   
 
After Hours Phone    FAX  no.    Mail sent to (circle one)    Office   Home  
 
T ype of Practice       Group __________    Individual __________    Other __________ 
 
Practice/Clinic Name   Names of Partners  
  
 
Date of Start of Practice in Whatcom County     
 
L ist Previous Practices &  Military Service (include complete addresses and dates) 
 
    
 
    
 
    
 
Has your practice ever been interrupted?       Y es _______      No _______  I f so,  describe details on a separate sheet of paper.  
 
ME DICAL  SOCIE T Y  AFFIL IAT IONS 
 
Name of medical society/association with which you were most recently affiliated:  
 
   From    T o   
 
Have you ever been denied membership or renewal thereof in any medical society/association? 
 
Y es _______     No _______          I f so,  describe details on a separate sheet of paper.  
 
Have you ever been subject to disciplinary action before any state licensing agency or state association? 
 
Y es _______     No _______          I f so,  describe details on a separate sheet of paper.  
 
CE R T IFICAT ION  
 
Specialty Board    Date   
 
 
L ICE NSING  
 
Washington State L icense No.     Y ear L icense Obtained   
 
Have you ever been denied a license in any jurisdiction?  Y es _______   No _______    
I f so,  describe details on a separate sheet of paper.  
 
Has your license in any jurisdiction ever been limited,  suspended,  or revoked?   Y es ______  No ______ 
I f so,  describe details on a separate sheet of paper.  
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ME DICAL  T R AINING 
 
Premed   
 (name of college or university) 
 

Started   

   
 (address) 
 

Completed   

 Degree Conferred    
 
  
Medical School   
 (name of school) 
 

Started   

   
 (address) 
 

Completed   

 Degree Conferred    
  
  
Internship   
 (name of hospital) 
 

Started   

   
 (address) 
 

Completed   

  
  
R esidency   
 (name of hospital) 
 

Started   

   
 (address) 
 

Completed   

   
 (subject) 
 

 

  
  
R esidency   
 (name of hospital) 
 

Started   

   
 (address) 
 

Completed   

   
  (subject) 

 

 
 
I ,  the undersigned applicant,  certify that I  have read the Constitution and Bylaws of the Whatcom County Medical Society,  and the 
Constitution and Bylaws of the Washington State Medical Association,  and the Principles of Medical E thics of the American Medical 
Association,  and agree,  in case of my election,  that my membership in the Society shall be conditional upon by continued compliance 
with such Constitutions,  Bylaws and Principles.   I  further agree that I  will recognize and abide by the interpretation thereof by the 
authorized officers of the Society and Association,  reserving my rights of appeal as set forth in the Constitution and Bylaws of this 
Society.  
 
R ecommended by (2 sgnatrues required):     Submitted by:  
 
 
               
(Signature of current WCMS member)     SIGNAT UR E  OF APPL ICANT  
 
 
       R eturn completed application to:  

W hatcom C ounty Medical S ociety 
2 0 2  E.  Holly S treet,  # 2 1 9  
Bellingham,  W A   9 8 2 2 5  



(Signature of current WCMS member) 
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