American Association of Hospital and Healthcare Podiatrists

Membership Application

The AAHHP extends an invitation to all APMA members and Healthcare Podiatrists to join the Association. Please complete the application below and return to our executive office. The AAHHP also welcomes Podiatric students at a special $15 annual membership rate.

	Last Name                                            First Name                                           Initial
	Birth Place
	Date of Birth

	Address                                                 City                                        State                 Zip
	Home Phone
	Office Phone

	E-mail Address                                                          Website URL
	Fax Number
	Other Phone


Pre-Podiatry Education

	College or University                                                                                                                             Degree
	Honors

	
	


Podiatry Education

	Podiatry School                                                                                                                                    Degree
	Honors

	Address                                                                City                                                       State                     Zip
	Date of Graduation


Fellowships, Preceptorships, Teaching Appointments and Post Graduate Education

	Location
	Dates

	Location
	Dates

	Location
	Dates


Affiliations (List all Hospital and Healthcare Affiliations)

	Name and Location
	Dates

	Name and Location
	Dates

	Name and Location
	Dates


Professional References (Must be APMA Members)

	1. Name                                                                                          Address

	2. Name                                                                                          Address


An application fee of $50 must accompany this application. Make checks payable to the American Association of Hospital and Healthcare Podiatrists, Inc. Please note annual dues are $95 and Student membership is $15.

Date:_______________  Applicant’s Signature:______________________________________________

Mail to: Frank T. Rinaldi, DPM, Executive Director, Association of Hospital and Healthcare Podiatrists, Inc. 8508 18th Ave Brooklyn, NY 11214

