
 
                

 

 

 

DEMOGRAPHIC INFORMATION 

 

 
              

 _____________________________     ___________________________     ____             

 Last Name     First Name    M.I.    

              

 Degree Type:  MD___ DO___ PhD___  PharmD___  Other__________   

              

 Gender: Male _____  Female _____        

              

 Date of Birth:  __________  Place of Birth: ________________________       

         City, State, Country     

              

 Florida Resident Since: __________            

              

 Address:  ________________________________________________________             

              

 City:  ________________________State:  _____ Zip Code:  _______________     

              

 Phone:  ______________________Fax:  _______________________________        

              

 E-Mail:  _________________________________________________________             

              

 Business / Institution / Organization Information:             

              

 Business / Institution / Organization Name: ____________________________            

              

 Department / Division: ____________________________________________            

              

 Address:  _______________________________________________________             

              

 City:  ________________________State:  _______Zip Code:  _____________    

              

 Phone:  ______________________Fax:    _____________________________       

              

 E-Mail:  ________________________________________________________             

              

 Preferred Mailing Address:   Home:  _____ Business: _____     

              

 

ASSOCIATE MEMBERSHIP APPLICATION 
 

 

 



  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

PROFESSIONAL INFORMATION 

 
                          Florida License Number (if applicable):  ____________________ 

 
                   Training or interested in the following Specialties: 

 

 Dermatology      

 Pediatrics (only)       

 Gynecologic Oncology    

 Pharmacology (clinical)    

 Hematology (only)     

 Internal Medicine (only)    

 Psychiatry/Psychology    

 Medical Oncology (only)     

 Radiation Oncology 

 Medical Oncology/Hematology 

 Surgery (Surgical Oncology & Surgical Specialties) 

 Nuclear Medicine 

 Pathology 

 Pediatric Hematology 

 Pediatric Oncology (only) 

 Pediatric Oncology/Hematology 

 Other (please specify) __________ 

 

EDUCATION 

 

(CV may be attached in lieu of completing this section.) 

 

                   1.  University Attended/Attending:  ______________________________ 

 

                        City:  ____________________State:  ______ 

                           

                        Dates:  ___________________Degree:  _______________________ 

 

       2.  University Attended/Attending:  ______________________________ 

 

                        City:  ____________________State:  ______ 

                           

                        Dates:  ___________________Degree:  _______________________ 

 

 

TRAINING / CERTIFICATION 

 
(If this information is in your CV,  please mark this section “Please See Attached CV.”) 

 

If applicable, please list your post-graduate training (internship, residency, fellowship, etc.).  Include start/end date, 

institution, location and title. 

 

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

 



 
 

 

 

REQUIRED ATTACHMENTS 

 

 
 Reference letter from the Training Program Director. 

 

 

 

APPLICANT SIGNATURE 

 

 
  Applicant Signature:  __________________________________________ 

 

                       Date:  ____________ 

 

 

 

 

Please mail completed application form  and required attachments to: 

 

 

Dorothy Green Phillips 

Executive Director 

Florida Society of Clinical Oncology 

10022 Water Works Lane 

Riverview, FL 33578 

 


