
resident membership
application

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

date of application         (MM)_______________         (dd)_______________         (YYYY)_______________

are You a previous MeMber of the aafp?    o Yes    o no            if Yes, previous aafp MeMber id (if known) ____________________________________________________

(Additional information on back)

for office use only

personal information

naMe (first) _________________________________________________________     

(Middle) ____________________________________________________________     

(last) ________________________________________     (suffix) _____________

title (Md/do/phd,etc) _________________________________________________     

previous naMe (if applicable) ____________________________________________     

date of birth   (MM) _____________    (dd) _____________   (YYYY) _____________

o Male    o feMale

if You are active MilitarY, please let us know Your branch of service. ___________

eMail_______________________________________________________________
(You must provide a working eMail address in order to receive certain  
MeMber benefits.)

o please indicate with a check Mark if this is Your preferred Mailing address for 
receiving inforMation and subscriptions froM the aafp. 

office/practice/institution naMe

___________________________________________________________________

street address 

___________________________________________________________________

citY _______________________________________________________________

state __________________________________________   zip ________________  

office phone (________)_______________________________________________

fax (________)_______________________________________________________

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 ________________  

hoMe phone (________)________________________________________________

cell phone (________)_________________________________________________

naMe_______________________________________________________________ 
(please do not abbreviate)

citY _______________________________________________________________

state _____________________________   countrY ________________________

degree_____________________________________________________________    

graduation date/level of training   (MM) ________  (dd) ________ (YYYY) ________

naMe_______________________________________________________________ 
(please do not abbreviate)

citY _______________________________________________________________

state_______________________________________________________________

residencY coMpletion date  (MM) __________  (dd) __________ (YYYY) __________

post-residency fellowship/additional training (if applicable)

naMe_______________________________________________________________ 
(please do not abbreviate)

citY _______________________________________________________________

state_______________________________________________________________

additional qualifications/certifications ___________________________________

fellowship coMpletion date    (MM) _________   (dd) _________   (YYYY) _________

license no.  _________________________________________________________

state_______________________________________________________________

have You ever been denied MeMbership in a countY or state Medical societY; had 
Your license suspended or revoked; voluntarilY surrendered Your license; or,  
been convicted of a felonY or violation of anY state or federal narcotics act? 
o Yes     o no

if Yes, please explain (attach a separate page if necessarY to fullY explain) 

___________________________________________________________________

___________________________________________________________________

business

home

medical school education 

professional 

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, e-mail 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, e-mail, telephone, or fax.   
I understand that the AAFP will not share my e-mail address, telephone number, or fax number with other organizations.

signature _________________________________________________________________________________________ date _____________________________________

family medicine residency program



for office use only

date stamp initials

PLEASE SEND YOUR COMPLETED APPLICATION TO:

American Academy of Family Physicians
11400 Tomahawk Creek Parkway
Leawood, KS 66211-2680
Phone: (800) 274-2237
Fax: (913) 906-6075
www.aafp.org

2012-2013  
AAFP Resident Dues Information

DO NOT SEND MONEY WITH YOUR APPLICATION.
Upon approval of your membership, you will receive an invoice. 

If you have any questions, please contact AAFP at (800) 274-2237.

NOTE: 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.

CHAPTER AAFP CHAPTER TOTAL

Alabama $30 $20 $50

Alaska $30 $0 $30

Arizona $30 $0 $30

Arkansas $30 $65 $95

California $30 $10 $40

Colorado $30 $10 $40

Connecticut $30 $15 $45

Delaware $30 $0 $30

District of Columbia $30 $0 $30

Florida $30 $10 $40

Georgia $30 $25 $55

Hawaii $30 $0 $30

Idaho $30 $0 $30

Illinois $30 $15 $45

Indiana $30 $20 $50

Iowa $30 $10 $40

Kansas $30 $0 $30

Kentucky $30 $0 $30

Louisiana $30 $15 $45

Maine $30 $0 $30

Maryland $30 $20 $50

Massachusetts $30 $0 $30

Michigan $30 $5 $35

Minnesota $30 $10 $40

Mississippi $30 $0 $30

Missouri $30 $10 $40

Montana $30 $0 $30

CHAPTER AAFP CHAPTER TOTAL

Nebraska $30 $5 $35

Nevada $30 $0 $30

New Hampshire $30 $0 $30

New Jersey $30 $10 $40

New Mexico $30 $0 $30

New York $30 $25 $55

North Carolina $30 $35 $65

North Dakota $30 $0 $30

Ohio $30 $0 $30

Oklahoma $30 $25 $55

Oregon $30 $0 $30

Pennsylvania $30 $0 $30

Puerto Rico $30 $0 $30

Rhode Island $30 $0 $30

South Carolina $30 $0 $30

South Dakota $30 $0 $30

Tennessee $30 $12.50 $42.50

Texas $30 $10 $40

Utah $30 $15 $45

Vermont $30 $0 $30

Virginia $30 $25 $55

Washington $30 $0 $30

West Virginia $30 $0 $30

Wisconsin $30 $0 $30

Wyoming $30 $0 $30

Uniformed Services $30 $0 $30
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