NCFMR/NCSM Resolution Form
Please complete the information below and provide this form with a USB drive containing the text of the resolution in the proper format (see page 2). Or you may attach this form to a typed or handwritten copy of your resolution.  To be an author, you must be a student member (student congress) or resident member (resident congress) of the AAFP.  At least one author must be present at the reference committee hearing.
Bring this material to Room 2103A-West no later than 6:00 PM on Thursday.

Please check which Congress:
 FORMCHECKBOX 
 NCFMR
 FORMCHECKBOX 
 NCSM
 FORMCHECKBOX 
 Both* (language must be identical)
*To submit a resolution to both congresses, the resolution must have both resident and student authors and address an issue relevant to both groups.  If you are submitting the identical language to both congresses, check this box and submit two copies (one for each congress).  

Title of Resolution:      
Author*: (First Name)        



(Last Name)      
Med. School/Res. Program:      
City/State:      
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AAFP Membership #      
Cell Phone:      
Are you a delegate?     FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No
Are you on a Reference Committee?   FORMCHECKBOX 
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 No    If yes, please check your committee    FORMCHECKBOX 
#1    FORMCHECKBOX 
#2    FORMCHECKBOX 
#3  
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