
You can also apply for membership online at www.aafp.org/intlapp
are you a previous member of the aafp?    o yes    o no        If yes, previous AAFP ID (if known)?________________________ 

for office use only

personal information

name (first) _________________________________________________________     

(middle) ____________________________________________________________     

(last) ________________________________________     (suffix) _____________

(previous last name, if different) ________________________________________     

date of birth  (mm) _____________    (dd) _____________   (yyyy) _____________

o male    o female    o transgender    o other    o prefer not to answer

street address ______________________________________________________

___________________________________________________________________

city _______________________________________________________________

state _____________________________________  zip ______________________  

province __________________________ country __________________________  

home phone (________)________________________________________________

please indicate with a check mark your preferred phone number.

o home (________)___________________________________________________

o cell (________)____________________________________________________

email_______________________________________________________________
(please note that for certain member benefits, you must provide a working email 
address in order to receive them.)

twitter handle _________@____________________________________________

university name ______________________________________________________ 
				    (please do not abbreviate)

city________________________________________________________________

province____________________________________________________________

country ____________________________________________________________

degree (md, mbbs, etc.)________________________________________________

start date___________________________________________________________	
		    		           (MM/DD/YYYY)

graduation date ______________________________________________________	
		    	  	          (MM/DD/YYYY)

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 by providing my mailing 
address, email address, telephone numbers, and fax number, I consent to 
receive communications sent by or on behalf of the AAFP (and its subsidiaries 
and affiliates) via regular mail, email, telephone, or fax.  

signature __________________________________________________________ 

date ______________________________________________________________

by submitting this application, the applicant authorizes the release of medical 
education information by the institution identified above to the aafp for purposes 
of credential verification.

payment of dues is required before your membership will be activated. to expedite 
your membership, you may pay your membership dues by credit card via this appli-
cation, your card will be charged for the full amount of dues at the annual rate 
of u.s. $35. if you have any questions about the application process, please call 
the aafp member resource center at (913) 906-6000 or email us at aafp@aafp.org.

select payment method 

checks must be in u.s. funds drawn on a u.s. bank.

o check enclosed	

o amex

o discover	

o mastercard

o visa	

card # _____________________________________________________________

expiration date (MM/YYYY)________________________________________________

security code/cvv#___________________________________________________

card holder’s name ___________________________________________________

card holder’s signature________________________________________________

American Academy of Family Physicians 
11400 Tomahawk Creek Parkway 
Leawood, KS 66211-2680
Phone: (913) 906-6000
Fax: (913) 906-6075
www.aafp.org

signature/certification

payment 

MBR17030606

medical school

please send completed application, payment to:

international membership
application (Medical Student)

email address

phone number(s)

twitter handle


