
APMA NEW MEMBER FORM 

*Required fields

PERSONAL INFORMATION

Full name*: 

Date of birth*: Nationality: 

Address*: 

Zip Code*: Location*: 

Personal email*: 

Phone 
number *: 

Phone 
number 2: 

Tax Identification Number (personal)*: 

PROFESSIONAL INFORMATION 

Occupation*:Physician                     Medical Student     Other       Specify:______________________________________ 

Clinical/Professional Name: Professional Certificate 
number*: 

Specialty(s): 

Expertise(s): 

Workplace: 

Professional email:

Workplace Phone number: Workplace Phone 
number 2: 

DATA FOR APMA BILLING PROCESSING / APMA MEMBERSHIP RECEIPT 

Tax Identification Number: 

Social designation:

Tax address:

Zip code: Location: 

E-mail address: Phone number:

Signature*: _________________________________ 

Board meeting approval: Member 
number: 

Date* _____/ ______/ ________ 

TO BE FILLED BY APMA

Proposal received date: 

PROPOSING MEMBER

Name: Member 
number: 

Signature: 
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