Rocky Mountain Vascular Specialty Society

Membership Application

First Name M Last Name Degree

Institution / Practice (if applicable)

Address 1 Address 2 (Suite #, Box #)
City State Zip/Postal Code

Telephone Fax E-Mail Address

Date of Birth Spouse Name (if applicable)

RMVSS SPONSOR NAME: (Letter of Recommendation required)

] ACTIVE PHYSICIAN MEMBER
] CORRESPONDING MEMBER (RESIDES OUTSIDE OF SOCIETY’S *GEOGRAPHIC AREA)
] ASSOCIATE MEMBER (Allied Health Professionals)

*RMVSS GEOGRAPHIC AREA: ARIZONA, COLORADO, IDAHO, MONTANA, NEVADA, NEW MEXICO, UTAH,
WEST TEXAS, EASTERN-WASHINGTON, AND WYOMING

Applications will be considered annually and must be received on or before June 1st
Applications must be accompanied by a Curriculum Vitae and letter of
recommendation from applicants’ sponsor.

RMVSS
203 Washington Street, Post Mail Box 311
Salem, MA 01970
Tel: 978-744-5005
Email: rockymountain@administrare.com
www.rockymountainvascular.org




