
 201� Membership Application 
JOIN TODAY at www.academyofwomenshealth.org or submit this form  

We welcome men and women who share our commitment as health care professionals who share our mission to provide up-to-date advances and 

information in clinical care that will enable the best outcomes for patients. Membership is for calendar year 2015. You may visit our website for 
details about member benefits and for the latest news and announcements. Stay connected – follow us on Facebook, Twitter and LinkedIn.  

Have Questions? Call 914-740-2258 or email awh@academyofwomenshealth.org 
  
 
       
 
       
 
 
Member Information                                                                                     
Name, Title and Degree(s) _________________________________________________________________________________________________________________ 

Specialty  _____________________________________________Department _______________________________________________________________________ 

Current Institution, Affiliation or Organization ________________________________________________________________________________________________ 

Mailing Address, City, State, Zip, Country _____________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

Email ___________________________________________________     Phone # ______________________________________________   □  Work   □ Cell    □ Home  

Primary Language ____________________________Other Languages ____________________________________________________________________________ 

State/Country in which licensed ______________________________________  Degree(s) and license number ____________________________________________ 

School Name (where you received or will receive your highest degree) _____________________________________________Year Graduated __________________ 

I authorize AWH to list my contact information in the AWH members-only directory         □ Yes           □ No 
 
Please create for access to the members-only section of www.academyofwomenshealth.org 

USERNAME:  ____________________________________________PASSWORD (6+ characters):  ________________________________________ 

 
Payment Information   must match information your bank has on file 
 
Charge (amount) $_______________     Choose one:      □ Visa   □  MasterCard    □ Discover       □ Check (from a US bank)  
 

        
Card Number ___________________________________________    Expiration Date _____________________________Security Code ________________________ 
 
Name on card ___________________________________________________________________________________________________________________________ 
 
Billing Address, City, State, Zip, Country ______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________________________________ 

Signature   __________________________________________________________________Today’s Date  ________________________________________________ 

 
Academy of Women’s Health • 140 Huguenot Street, 3rd Floor • New Rochelle, New York 10801  

phone: 914.740.2��8 • fax: 914.740.2101 
awh@academyofwomenshealth.org • www.academyofwomenshealth.org 

JOIN TODAY - please select one membership category: 
□   $300 Physician/Doctor (MD, DO, PhD) 

□  $150 Other Health Professional (NP, RN, MPH, administrative, etc.) 

□  $90 Student (Resident, Fellow) 

DONATE TODAY 
Please support the important work of the Academy 
of Women’s Health. We encourage you to make a 
tax-deductible contribution. Make an additional 
donation today $__________________ 
 


