
are you a previous member of the aafp?  o yes  o no      

if yes, previous aafp member id (if known) ________________________________

name (first) _________________________________________________________   

(middle) ____________________________________________________________   

(last) ________________________________________   suffix _____________

previous last name (if applicable) ________________________________________   

degree (md/do/mbbs/mbchb,etc)_________________________________________   

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

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

o please indicate with a check mark if this is your preferred mailing address for 
receiving information and subscriptions from the aafp. 

practice/business name

___________________________________________________________________

street address ______________________________________________________

___________________________________________________________________

city _______________________________________________________________

state _______________  zip ________________ county _____________________

business phone (________)_____________________________________________

business fax (________)_______________________________________________

employer/parent organization name

___________________________________________________________________

street address ______________________________________________________

___________________________________________________________________

city _______________________________________________________________

state _____________  zip ________________ country _____________________

o please indicate with a check mark if this is your preferred mailing address for 
receiving information and subscriptions from the aafp. 

street address 

___________________________________________________________________

___________________________________________________________________

city _______________________________________________________________

state ______________  zip _______________ county_______________________

home phone (________)_______________________________________________

please indicate with a check mark your preferred phone number.

o business (________)________________________________________________

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 ________@_____________________________________________

medical school

name_______________________________________________________________ 
(please do not abbreviate.)

city _______________________________________________________________

state_______________________________________________________________

country____________________________________________________________

degree_____________________________________________________________  

start date __________________________________________________________	
	 	              	                    (MM/DD/YYYY)

graduation date______________________________________________________	
	 	              	                    (MM/DD/YYYY)

business

home

education 

(Additional information on back) 9/22

for office use only

SUPPORTING MEMBERS SHALL BE: 

1.	� Physicians residing and practicing in the United States (or its 
territories or possessions) who completed an ACGME- or  
AOA-accredited residency program in specialties other than 
family medicine and not otherwise eligible for some other 
category of membership; or

2.	�Physicians who previously held supporting membership before 
September 30, 2016.

personal information

You can also apply for membership online at www.aafp.org/joinaafp.

employer/parent organization

supporting membership
application

phone number(s)

email address

twitter handle



education continued

residency program

name_______________________________________________________________ 
(please do not abbreviate.)

city _______________________________________________________________

state_______________________________________________________________

specialty____________________________________________________________

start date___________________________________________________________	
		   		       (MM/DD/YYYY)

residency completion date _____________________________________________	
		   		       (MM/DD/YYYY)

fellowship/additional training (if applicable)

name_______________________________________________________________ 
(please do not abbreviate.)

city _______________________________________________________________

state_______________________________________________________________

emphasis____________________________________________________________

fellowship completion date ____________________________________________	
		   		       (MM/DD/YYYY)

other training (if applicable)

name_______________________________________________________________ 
(please do not abbreviate.)

city _______________________________________________________________

state_______________________________________________________________

country____________________________________________________________

emphasis____________________________________________________________

completion date______________________________________________________	
	  		       (MM/DD/YYYY)

licensure 

medical license # ____________________________________________________

state____________________________ country____________________________

issuance date______________________ expiration date______________________ 
	              (MM/DD/YYYY)      		              (MM/DD/YYYY)

if you do not have a current active medical license where you practice, please 
explain. (attach a separate page if necessary to fully explain.) 

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

are you active military? o yes     o no

signature/certification

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 and the bylaws of my constituent chapter. 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 chapters and affiliates via regular mail, email, 
telephone, or fax

signature __________________________________________________________ 

date ______________________________________________________________

   

payment of dues is required before your membership will be activated. if the 
constituent chapter you affiliate with includes a local chapter (a local chapter 
may exist in a particular county or region of the state in which you practice or 
reside), dues will vary. to expedite your membership, you may pay your membership 
dues by credit card via this application; your card will be charged for the full 
amount of national dues, chapter dues, and local chapter dues (if applicable) at 
the rates shown on the following page upon final approval of your application. 
if you have any questions about the application process or would like to know 
the exact cost of your membership dues, please call the aafp member resource 
center at (800) 274-2237.

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: (800) 274-2237
Fax: (913) 906-6075
aafp.org

please send completed application and payment to:

9/22

professional information

payment

supporting membership
application



2023 AAFP Supporting Dues Information
CHAPTER AAFP CHAPTER LOCAL TOTAL $ 

Alabama $290 $275 $565 

Alaska $290 $250 $540 

Arizona $290 $325 $615 

Arkansas $290 $275 $565 

California $290 $265 $0-$60 $555-$615

Colorado $290 $225 $515 

Connecticut $290 $350 $640 

Delaware $290 $155 $445 

DC $290 $230 $520 

Florida $290 $200 $490 

Georgia $290 $325 $615 

Guam $290 $10 $300 

Hawaii $290 $160 $450 

Idaho $290 $325 $615 

Illinois $290 $310 $600 

Indiana $290 $365 $655 

Iowa $290 $235 $525 

Kansas $290 $340 $630 

Kentucky $290 $380 $0-$30 $670-$700

Louisiana $290 $320 $610 

Maine $290 $150 $440 

Maryland $290 $395 $685 

Massachusetts $290 $310 $600 

Michigan $290 $295 $0-$25 $585-$610

Minnesota $290 $250 $0-$15 $540-$555

Mississippi $290 $300 $590 

Missouri $290 $125 $0-$100 $415-$515

Montana $290 $100 $390 

Nebraska $290 $200 $490 

Nevada $290 $150 $440 

New Hampshire $290 $100 $390 

New Jersey $290 $295 $0-$10 $585-$595

New Mexico $290 $0 $290 

New York $290 $270 $0-$50 $560-$610

North Carolina $290 $350 $640 

North Dakota $290 $125 $415 

Ohio $290 $414 $0-$25 $704-$729

Oklahoma $290 $295 $585 

Oregon $290 $310 $600 

Pennsylvania $290 $255 $545 

Puerto Rico $290 $4 $294 

Rhode Island $290 $150 $440 

South Carolina $290 $325 $615 

South Dakota $290 $125 $415 

Tennessee $290 $335 $625 

Texas $290 $225 $0-$130 $515-$645

Uniformed Services $290 $50 $340 

Utah $290 $150 $440 

Vermont $290 $30 $320 

Virgin Islands $290 $0 $290 

Virginia $290 $225 $0-$25 $515-$540

Washington $290 $385 $0-$75 $675-$750

West Virginia $290 $375 $665 

Wisconsin $290 $350 $640 

Wyoming $290 $25 $315 

NOTE: Dues will be prorated based on the month your membership is activated. A portion of your AAFP dues is not deductible as an ordinary and necessary business expense 
to the extent that the AAFP engages in lobbying. Please go to www.aafp.org/duesdeduct to learn what portion of your AAFP national and chapter dues are not deductible.

9/22  
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Apply today for the 
membership that 
supports you and 
your profession!

MBR22081162




