WESTERN ASSOCIATION OF GYNECOLOGIC ONCOLOGISTS

APPLICATION FOR MEMBERSHIP

(Please print or type)

NAME:

First Middle Initial Last Degree

BUSINESS ADDRESS:

TELEPHONE:

FAX: EMAIL:

HOME ADDRESS:

DIPLOMAT OF AMERICAN BOARD OF:

YEAR CERTIFIED:

CERTIFICATE OF SUBSPECIALTY COMPETENCE:

YEAR CERTIFIED:

DESCRIBE YOUR INVOLVEMENT IN:

a. The care of women with tumors of the reproductive tract:

b. Clinical or basic investigation in gynecologic oncology:

C. The training of others in the care of women with tumors of the reproductive
tract:




Percent of your time spent in clinical and/or research activities related to gynecologic oncology?
%

Application will be endorsed by the following two active members of the society:

Did you receive your oncologic training in a hospital located west of the Mississippi (USA) or Western Provinces
(CANADA)? yes no

Name of institution:

Do you practice west of the Mississippi (USA) or Western Provinces (Canada)?
yes no

Date paper(s) presented at a meeting of WAGO:

Curriculum Vitae must be included.

Signature Date:




