KENTUCKY ORTHOPAEDIC SOCIETY
APPLICATION FOR MEMBERSHIP

NAME:__________________________________________________DATE OF BIRTH:___________

OFFICE ADDRESS:________________________________________________________________

________________________________________e-MAIL address_________________________

OFFICE PHONE:__________________________OFFICE FAX:_____________________________

HOME ADDRESS:_________________________________________________________________

______________________________________________________HOME PHONE ______________

MEDICAL SCHOOL:__________________________________________DATES:_______________

ORTHOPAEDIC RESIDENCY:________________________________________DATES:_________

ORTHOPAEDIC FELLOWSHIP:______________________________________DATES:__________

NATURE OF YOUR CURRENT PRACTICE: SOLO_______  GROUP_______   acaDEMIC_______

NAME OF PRACTICE:______________________________________________________________

NAMES OF ORTHOPAEDISTS IN PRACTICE WITH YOU:_________________________________

________________________________________________________________________________

BEGINNING DATE IN YOUR CURRENT PRACTICE:______________________________________

WIFE’S NAME:_________________________________________NUMBER OF CHILDREN:______

NAMES OF TWO MEMBERS OF THE KOS WHO WILL SERVE AS SPONSORS:

1._____________________________________       2._____________________________________

RETURN APPLICATION  and $300 membership dues TO:  
KOS






PO BOX 7354






LOUISVILLE, KY 40257-0354







