
 
Name:__________________________________________________________________________  Date:______________________	
					     Full Legal Name

*Professional Credentials:____________________________*Date of Birth:___________________ *Gender:  Male    Female
									                  MM/DD/YY

*Business Name:________________________________________________ Department: ________________________________

*Address:_______________________________________________________________ Is this your primary address:  Yes  No 

*City:_________________________________________*State:______________ *ZIP:___________ *Country:__________________

Home Address:_________________________________________________________ Is this your primary address:   Yes   No 

City:__________________________________________ State:______________ ZIP:__________ Country:____________________	

*Email:__________________________________________________________________________________  Personal      Work	

*Personal Tel:___________________________________      Home      Cell     Work Tel:_______________________________

State of Principal Professional acitivity (e.g., Florida):_______________________________ *NPI Number:__________________

*Medical School Name:_______________________________________________________________________________________

*Medical School City:_____________________________________ *State:________________ *Country: _____________________

*Begin/Graduation:____________________________________________________________________________________________
							       MM/YY - MM/YY

Internship:__________________________________________________________________________________________________ 	   
							       Institution and Location

Internship Begin Date:_______________________________	 Internship End Date:________________________________
				       MM/YY						      		  MM/YY

*Residency Institution Name:__________________________________________________________________________________

*Residency Institution City:__________________________________ *State:__________________ *Country: _________________

*Date Started:______________________________________ *Date of Completion:_______________________________________
			   MM/YY						       	      	         MM/YY

Fellowship Training Location:_________________________________________ Fellowship Type:___________________________

Date Started:______________________________________ Date of Completion:________________________________________
			   MM/YY						       	      	         MM/YY

*Licensed to practice in:______________________________________________________________________________________
								          List All States	 	

*Certification by:___________________________________________________________________________  ABA	  AOBA 	
	            					     Date and ABA I.D. Number

Sub-board Certification:_______________________________________________________________________________________
		     					     Type and Dates MM/YY - MM/YY

 I agree with the “Guidelines for the Ethical Practice of Anesthesiology” and subscribe to the “Anesthesia Care Team” 
statement, available at asahq.org/agreement.

Applicant’s Signature:______________________________________________________ Date:___________________________
Active Membership Application

Active Membership Application(Please print or type)

*Required fields—applications will not be accepted if left blank



For Physicians In Full-time Military Service

ASA membership requires component society membership for U.S. members. If you are active duty military personnel you will be 
joining the USSA (Uniformed Services Society of Anesthesiologists) component.  

If you are in the service of the U.S. Government as Active Duty Military or work for a VA Hospital, U.S. Public Health Services or In-
dian Health Services, please check the appropriate box below (For those who are Active Duty Military, please complete this entire 
section):

 Active Duty Military      VA	  U.S. Public Health Services    Indian Health Services
 
Rank:_______________________________________________ Duty Station:____________________________________________

Branch: ______________________________________	

Payment Method

Note: Dues of $750 must accompany application.
First-year in practice Active members pay only $100. Physician anesthesiologists in service of the U.S. Government pay only 
$375. ASA bills and collects for 41 ASA Component Societies. Upon receipt of your application, ASA will contact you regarding 
any additional component dues you may owe.

 American Express	  MasterCard		   VISA		   Check (Payable to American Society of Anesthesiologists)
If paying by credit card, your card will be charged upon approval of your application.

Total Amount:________________________	Name on Card:__________________________________________________________	

Credit Card Number:_______________________________________ Expiration Date:__________Card ID:___________________	

Signature:___________________________________________________________________________________________________

The credit card number you supplied on this application may also be used to charge your component society dues, if the component 
accepts credit cards and charges dues. Those components that do not accept credit card payments and charges dues will contact 
you for payment of component dues. Please contact ASA Member Services at (847) 825-5586 with any questions.  
Dues are based on the calendar year.

Mail payment and completed form to:
American Society of Anesthesiologists
Attn: Accounting
1061 American Lane
Schaumburg, IL 60173-4973

Or fax to:
Attn: Membership (847) 825-1692

Membership in good standing of the American Society of Anesthesiologists  

requires adherence to the ASA “Guidelines for the Ethical Practice of Anesthesiology.”
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