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Member Enrollment Form

Date:      
Name:                                                    Degree(s):      
Practice Name:      
Address:      
City:                                             State:                   Postal Code:      
Practice Telephone Number:      
Practice Fax Number:      
Your e-mail Address:      
Contact Person in your practice if you are not available:      

Contact Person’s e-mail address: 

Please complete this form and return it to:






Karen Sparks

AAFP National Research Network






Fax: 913-906-6099






E-mail: ksparks@aafp.org
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Thank you for your interest in the AAFP National Research Network!

