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Building Healthy Communities

Community Match Request

Name:______________________________________________________________________________

Your medical specialty or profession:______________________________________________________
Spouse’s name:_______________________________________________________________________

Spouse’s medical specialty or profession: __________________________________________________

Current Address:
Address:_____________________________________________________________________________
City:______________________________________________ State:__________ Zip:_______________

Daytime phone:________________________  Evening phone:_________________________________

Email:_________________________________________
New Address or Community:

Address:_____________________________________________________________________________
City:______________________________________________ State:__________ Zip:_______________

Daytime phone:________________________ Evening phone: _________________________________
Email (if changing):_________________________________________

Moving date:____________________

Do you have children?:___________ If so, please list childrens’ age(s)____________________________
When is the best time to contact you?:_____________________________________________________
Do you prefer to be contacted via phone or email?

_____Phone   _____Email  _____No Preference

American Medical Association Alliance

515 North State Street

Chicago, IL  60610-4325

(312) 464-4470

www.amaalliance.org
