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The Voice of Public Health Physicians – Guardians of the Public's Health – http://www.aaphp.org
Mission:

Promote the Public's Health.

Represent Public Health Physicians.

Educate the nation on the role and importance of the Public Health Physician's  knowledge and skills in practicing population medicine.

Foster Communication, Education and Scholarship in Public Health.    
Objectives:

Advocate for public health and preventive services.

Advocate on behalf of Public Health Physicians.

Serve as a forum for Public Health Physicians and by doing so, strengthen sense of "community" and facilitate an exchange of ideas among geographically dispersed Public Health Physicians.

Provide and facilitate career enhancement support services for Public Health Physicians.

Serve as the voice of Public Health Physicians to the American Medical Association (AMA), sister public health organizations, news media, government and the general public.

Facilitate recruitment and retention of Public Health Physicians into the AMA.

______________________________________________________________________________________________________________________
Name: ______________________________________________________________________  

Medical and Graduate Degrees: __________________________________________  

E-mail: ____________________________________________ Alternate E-mail: ______________________________  

Title and Organization:  ____________________________________________________________________  

Current State Licensure(s), if applicable: ______________________AMA Member? Yes__ No__   

Board Certification(s), if any:  ___________________________________________  

Year of Birth ________________________ Year Finished (or to finish) Residency__________  

Membership Categories: Physician ($95)   _____  Non  Physician Affiliate  ($60) _____
Note Lower Dues for Medical Students ($10), Residents ($15), Young Physician ($25) and Retired Physicians ($40) are available through our website http://www.aaphp.org/application. 

INVOICE: Payment Options: 

Check or Money Order: Make out to “American Association of Public Health Physicians” 

Credit or Debit Card: Charge $ ___________ to my MasterCard__ Visa__ American Express__ Discover __ 

Name as Shown on Card: _____________________________________________________  

Card Number:  _________________________________________________ Expires:  ___________  

Billing Address: ______________________________________________________________________________  

Signature: _______________________________________________  Date: _____________  

COMMUNICATIONS AND PRIVACY POLICY: For timeliness at low cost, AAPHP sends all information 
to your primary E-mail address.  

If you prefer NOT to receive E-mails from AAPHP, please check here:___ and add a physical address

_________________________________________________________________________________________________________

PLEASE RETURN THIS FORM to:    AAPHP, 1605 Pebble Beach Blvd., 

                                                                   Green Cove Springs, FL 32043 

                                                                   Or Fax: 202.333.5016
Questions?  Email: membership@aaphp.org or Phone: 1-888-447-7281 


