Application for Affiliate Membership in

The Southern Maryland Dental Society

ADA Number:______________________________Date of  Application:_____________________________

Name:___________________________________________Office Telephone:________________________

Office Address:_________________________________________________________________________

Preferred mailing address:_________________________________________________________________

Office Fax number:______________________________e-mail address:_____________________________

Home Telephone:_______________________________Sex:_________Male, _________Female
Dental School:_______________________________Dental Degree:_________________Year:___________

Specialty: ________________________________Year:___________MarylandLicense#:________________

Name of your primary constitute:____________________________________________________________

Have you ever had your dental license suspended or revoked:________________________________________
Southern Maryland Dental Society affiliate dues for 2018:
$250.00

One half year affiliate dues July-December 2018:

$125.00

Signature:_______________________________________________Date:__________________________

Date approved:_____________________SMDS Membership Chairman:______________________________

2018-2019
