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                          We support medical families through advocacay and education 

                   and serve as the volunteer voice for healthy families in our community.
Membership Application

Name:__________________________ _____________________________________________

Address:_______________________________________________________________________

City:__________________________________________ State:__________ Zip:_______________

County:___________________________________________

Daytime phone:________________________  Email:__________________________________​_



A regular member of the AMA Alliance may be any member of a physician or medical student couple, present or former, at least one of whom is a physician or medical student who is or was eligible to be a member of the AMA; or an individual physician or medical student who is eligible  to be a member of the AMA 

Member category:



   Yearly National Alliance dues: 

_____Regular





$50

_____Medical Student




$10

_____Medical Student Spouse/Partner


$10

_____Resident Physician



$10

_____Resident Physician Spouse/Partner

Payment:

_____Visa

_____MasterCard

Credit card number: ______________________________________________________________

Exp. Date: ____/_____ 

CID (3- digit number on back of card):______________

Name on card:______________________________________________________________________

Billing Address (only if different from above):

Address:_______________________________________________________________________

City:__________________________________________ State:_________ Zip:_______________

AMA Alliance

515 North State Street, 9th Floor, Chicago, IL  60654
Phone: 312.464.4470
Fax: 312.464.5020

www.amaalliance.org
