
 
 

AMERICAN ASSOCIATION FOR HAND SURGERY 

Candidate Membership Application 

 
INSTRUCTIONS TO APPLICANTS FOR CANDIDATE MEMBERSHIP 

 

Candidate membership shall be limited to surgeons or other individuals of the medical profession, basic 

sciences or allied services who are either in training or within (3) three years of completion of training in 

an accredited training program in the United States or Canada and whose interests and contributions are 

related to the advancement of Hand Surgery. Candidate membership is limited to (3) three years 

following the completion of training at which time candidate members must convert to Active or 

Affiliate membership. 

 

INSTRUCTIONS 

 

1. Complete the enclosed application form and attach the following: 

a. Application fee of $25.00. Checks should be made out to AAHS. 

b. Passport size photograph. 

c. A letter from  a Program Director or Program Coordinator demonstrating  you are currently in a accredited  fellowship 

or residency  program or less than three (3) years out from training. 

d. Copy of CV (should include publications and presentations.) 

e. Only completed applications will be accepted. 

2. FAILURE TO FOLLOW THESE GUIDELINES EXACTLY WILL CAUSE YOUR APPLICATION TO BE 

RETURNED IN ORDER TO OBTAIN COMPLIANCE, AND MAY DELAY APPROVAL OF YOUR APPLICATION. 

3. Please send completed applications to: 

 

American Association for Hand Surgery 

444 East Algonquin Road 

Arlington Heights, IL  60005-4664 

Email: mmichelotti@handsurgery.org 

 

 

 

 

 

 

 



 

 

AAHS 
CANDIDATE MEMBERSHIP APPLICATION 

 

If you are interested in applying for candidate membership, please follow the instructions provided. Send this page to your 

printer and fill out printed forms. 

Application – Candidate Membership – Fee $25.00 

 

PERSONAL INFORMATION 

Name__________________________________________________________________Date___________________________ 

Date of Birth_______________________  Place of  Birth______________________________________________________ 

Address: 

Office__________________________________City________________________State______________________Zip______ 

Office Phone____________________________ Office Fax_____________________ E-mail___________________________ 

Home________________________________City________________________State______________________Zip________ 

Home Phone______________________________________ Home Fax____________________________________________ 

                                                                                                  Home Email___________________________________________ 

PROFESSIONAL QUALIFICATIONS 

University______________________________________Degree_________________________Date_____________________ 

Medical School__________________________________Degree_________________________Date_____________________ 

Residency______________________________________Degree_________________________Date_____________________

_____ 

Hand Fellowship (not 

mandatory)_____________________________________________________________________________________________ 

Preceptors: 

1._________________________________________2.__________________________________________________________ 

Hospital Affiliations (names and addresses): 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Boards Part I Yes ______No______ Boards Part II Yes ______No______ Date___________________ 

Practice Location: 

________________________________________________________________________________________ 

Any investigations pending   Yes_________   No__________ 

Any license revocations or restrictions  Yes_________  No__________ 

Any felony convictions    Yes_________   No__________ 

Any malpractice decisions against you Yes (explain)_____ No__________ 

  

 

 

 



In furtherance of my application for membership in the American Association for Hand Surgery (AAHS), I 

hereby authorize the evaluation and validation of my credentials by AAHS in accordance with and subject to 

the rules and procedures of the AAHS. 

 

I request and authorize any hospital, medical staff, medical organization or individual who may have 

information (including, but not by way of limitation, medical records, patient records, and reports of 

committees) which they deem relevant to my fitness for membership in AAHS to provide such 

information to AAHS. 

 

I hereby release from liability and waive any claim for damages that I may have against AAHS, its officers, 

directors, members, employees and agents for any acts that they may perform in good faith in connection with 

my application, and any hospital, medical staff, medical organization or individual supplying information with 

respect to my application. 

 

I understand that the decision as to whether I am qualified to be submitted to AAHS membership for 

election rests solely and exclusively in the AAHS Board of Directors, and that its decision is final. 

 

I further understand that my election to membership rests solely and exclusively in the membership of AAHS, 

and that its decision is final. 

 

I attest that the information presented in this application is truthful and accurate. 

 

Signature______________________________________________Date_______________________ 

 

Make checks for application fee payable to AAHS and mail with the completed form to the central office. 

 

Return completed application to: 

 

AMERICAN ASSOCIATION FOR HAND SURGERY 

444 EAST ALGONQUIN ROAD 

ARLINGTON HEIGHTS, ILLINOIS  60005-4664 

 

 

 

PLEASE PLACE 

PHOTOGRAPH 

HERE 

 

 


