
MEMBERSHIP APPLICATION 
FOR INDIANA ORTHOPAEDIC SOCIETY 

Applicants must be Board Certified or Board Eligible by the ABOS or AOAO 

 
 
Please Print 
 

Date: _____________________________  
 
Name: ____________________________  Spouse: __________________________________  
 
Office Address: ________________________________________________________________  
 
Office Phone: ______________________  Office Fax: _______________________________  
 
Home Address:_____________________________________ State _______ Zip __________  
 
Home Phone: _________________________________________________________________  
 
Medical School: _______________________________________________________________  
 
Date of Graduation: ___________________________________________________________  
 
Residency Program and Location: _______________________________________________  
 
Date ______________________________  
 
Fellowship Training: ___________________________________________________________  
 
Date: _____________________________  
 
Type: __________________________ Location: _____________________________________  
 
Date of Licensure in Indiana: ___________________________________________________  
 

Date of Certification by American Board of Orthopaedic Surgery: _________________  
 
AOAO : ______________________________________________________________________  
 
Two Sponsors Required: (Sponsor must be current member of the Indiana Orthpaedic 
Society) 
 
1. Name: _____________________________________________________________________  
 
2. Name: _____________________________________________________________________  
 
Sponsors must send written recommendation to: 
Patricia K. Price 
Executive Director 
Indiana Orthopaedic Society 
PO Box 680755 
Indianapolis, IN 46268-0755 


