
name in full (and previous, if applicable) ______________________________________________________________________________

date of application _____________________________  date of birth _____________________________	 o male     o female

office address ____________________________________________________________________________________________________

city ________________________________________________________  country (zip code, if applicable) ___________________________

home address ____________________________________________________________________________________________________

city ________________________________________________________  country (zip code, if applicable) ___________________________

preferred mailing address: 	o office		 o home		    

office phone ____________________________________________   home phone _____________________________________________  

fax ____________________________________________________   e-mail __________________________________________________

medical _________________________________________________________________________________________________________

family medicine residency program ___________________________________________________________________________________

internship _______________________________________________________________________________________________________

fellowship ______________________________________________________________________________________________________

AAFP Bylaws require International members to be licensed to practice medicine. Please provide the information below:

licensure:  license no. _______________________________    issue date ____________________________  exp. date _______________

state/province/country ______________________________________________________________________________________________

are you now engaged in family medicine?	 o yes	 o no	 date you entered family medicine _____________________________

which of the following describes your practice?	 o clinical practice     o teaching	 o administrative

are you currently in training?	 o yes	 o no

In signing this application, I certify that the above information is correct and complete and do hereby agree to abide by the bylaws of the American 
Academy of Family Physicians. I understand that any money submitted will be refunded if my application is not approved. 

signature ____________________________________________________ 	 date ___________________________________________

DO NOT SEND MONEY WITH APPLICATION. Return completed application to the AAFP at the address shown  
below. Upon approval of your membership, you will be billed an annual membership fee of US $110. 

If you have any questions regarding International Membership, please contact Member Central at 800.274.8043.

Send completed application to:	
American Academy of Family Physicians
11400 Tomahawk Creek Pkwy.
Leawood, KS 66211-2680
Fax: 913.906.6280
www.aafp.org

international membership
application

YES, I want to become an International Member of the American Academy of Family Physicians. I support 
the AAFP’s mission of advocating for the specialty of family medicine.

 

for office use only

education: institution/program graduation date province/country degree


