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APPNE

Association of Pakistani Physicians

New England

APPNA Chapter

Membership Form

NAME: _________________________________________________________________
SPECIALITY: ___________________________________________________________

ADDRESS: ________________________________________________________________________

________________________________________________________________________

PHONE: W: _______________ H: __________________ CELL: __________________

EMAIL: ________________________________________________________________

ARE YOU AN APPNA MEMBER?:       Yes          No

MEDICAL COLLEGE ATTENDED: _________________________________________

YEAR OF GRADUATION: ________________________________________________

NAME OF SPOUSE: ______________________________________________________

Membership Fee: $50.00 (No Membership Fee for Students/Residents in training)

Please write a check payable to “APPNE Membership” and mail to:

President, APPNE 74 Allds Street, Nashua, NH 03060 
� EMBED Word.Picture.8 ���








[image: image2.wmf][image: image3.bmp]_1293863190.doc



