HAND SURGERY SECTION, A.0.A.O.
MEMBERSHIP APPLICATION

NAME:

BIRTHDATE:

PROFESSIONAL ADDRESS:

CITY:

EMAIL:

STATE ZIP CODE:

PHONE:

FAX NUMBER:

OSTEOPATHIC SCHOOL.:

GRADUATION DATE:

INTERNSHIP:

DATE COMPLETED:

RESIDENCY:

DATE COMPLETED:

HAND SURGERY FELLOWSHIP:

DATE COMPLETED:

DURATION:

LICENSURE:

DATE:

BOARD STATUS:
ELIGIBLE; DATE:

CERTIFIED; DATE:

MEMBER OF A.O.A.O. YES

NO DATE:

CURRICULUM VITAE: (USE SEPARATE SHEET)

REFERENCES: (PLEASE HAVE LETTER SENT FROM CHIEF OF HAND
SURGERY TRAINING PROGRAM OR SEND COPY OF CERTIFICATE OF

HAND TRAINING PROGRAM)

NUMBER OF HAND SURGERY CASES PERFORMED LAST

CALENDAR YEAR:

Please return to:

H. Brent Bamberger, D.O.
Department of Medical Education
405 Grand Avenue

Dayton, Ohio 45405

Fax 937/ 463-1017



