
[image: image1.jpg]LOGIn

O™ G,

o )
O FOUNDED 1903 @)
3 2
v &)
% N
Q )4



             CHICAGO UROLOGICAL SOCIETY

Founded 1903

APPLICATION MEMBERSHIP

20 North Michigan Avenue, Suite 700, Chicago, IL  60602; 312-853-2053, FAX: 312-782-0553
(Please CHECK which type of membership)

· Active Membership: The active membership shall be made up of fully qualified urologists who reside or practice in the state of Illinois, Lake and Porter County Indiana.  Dues: $600.00 

· Associate: The associate membership shall be made up of interested individuals residing outside of Illinois, Lake and Porter County Indiana. Dues: $275.00 (Pays $100 for each dinner)
(Please PRINT or TYPE)

AUA Number ______________________________          

	Date
	
	


	Name
	
	Degree(s)
	
	Sex:
	


	Office Address
	


	


	City:
	
	State
	
	Zip code
	


	Telephone
	
	Fax
	


	Email
	
	Birthdate
	


	Home Address
	


	City:
	
	State
	
	Zip code
	


	Telephone
	
	Preferred Mailing Address:
	 (   ) Office      (   ) Home


Postdoctoral Training (type, place, dates)  _________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________


Post residency professional activities  _________________________________________________________________________________________________

_________________________________________________________________________________________________


Current Hospital Appointments  __________________________________________________________________________________________​​​_______

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Names of two Active CUS members who will sponsor your application and write letters of recommendation (you must request these) to the Membership Committee.

1.  ___________________________________________    2. ______________________________________________

Name and address of training program director to be contacted to certify as to the competency of your training.

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Name and address of the Chief of Surgery from the hospital where you are currently practicing to certify the level of your ethical and professional activities.

_________________________________________________________________________________________________

_________________________________________________________________________________________________

___________________________________________________   Date _______________________________________




(signed)

Please Forward Supporting Documents:

· Application

· Application Fee/Dues

· Two Recommendation Letters

· Curriculum Vitae to:


Chicago Urological Society

20 North Michigan Avenue, Suite 700
Chicago, IL  60602



