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The Illinois Association of Orthopaedic Surgeons

20 North Michigan Avenue, Suite 700, Chicago, Illinois 60602

Phone (312)263-7150 Fax (312)782-0553
www.ilortho.org 
Membership Application

Please fill out this application and submit to the address above. Recommendation letters are required from two REGULAR members of IAOS. 
Membership status requested: 

     Regular
      Associate

Resident
Name: __________________________________________________________________ 

Sex: 
Male 

Female 

First/Initial Degree: _______________________________________________________ 

Birthdate: _____/_____/_____ 

Primary Professional Address: _______________________________________________

________________________________________________________________________ 

Hospital Name/Office: _____________________________________________________ 

Street address: _________________________________ Apt/Floor: _________________ 

City: _______________________ State: __________________ Zip: ________________ 
Email:












Hospital/Office Telephone: _________________________________________________ 

Home Telephone: _________________________________________________________ 
Legislative District: __________ Cong ________ Sen. _________House 

County Name: ___________________________________________________________ 

Preferred Mailing Address: _________________________________________________ 

Primary Professional Address: _______________________________________________ 

Home Address: ___________________________________________________________ 

Medical Education: _______________________________________________________ 

Medical Schools: _________________________________________________________ 

Graduation Date: _________________________________________________________ 

Internship/First Postgraduate Year: ___________________________________________ 

Expected Completion Date: _________________________________________________ 

Orthopaedic Residency Training Facility(ies): __________________________________ 

Location(s): _____________________________________________________________ 

Date(s): _________________________________________________________________ 

Expected Completion Date: _________________________________________________ 

Illinois Medical License No: ________________________________________________ 

AMA Med Educational No: _________________________________________________ 

Board Certification(s): _____________________________________________________ 

________________________________________________________________________ 

Board/College Specialty: ___________________________________________________ 

Dates: __________________________________________________________________ 

American Board of Orthopaedic Surgery: 

Yes                   No

Member of the American Academy of Orthopaedic Surgeons: 

Yes                   No

Recommendation letters are required from two REGULAR members of IAOS. You are responsible for contacting the sponsors you list below and making certain they submit their letters. 
Members submitting recommendations: _______________________________________ 

________________________________________________________________________ 

Date: ___________________________________________________________________ 

Signature: _______________________________________________________________

