
MGH SURGICAL SOCIETY 
APPLICATION FOR MEMBERSHIP 

 
NAME:  

BUSINESS ADDRESS:  

TEL:  

FAX:  

E-MAIL:  

HOME ADDRESS:  

TEL:  

SPOUSE:  

DOB:  RETIRED: YES      NO 

CURRENT TITLE:  

ACADEMIC APPT:  

MED SCHOOL AFFILIATION:  

PRACTICE TYPE:  SURG SPECIALTY:  

LIST BUSINESS DEMOGRAPHICS ON MGHSS WEB PAGE? YES      NO 

EDUCATION: 

UNDERGRADUATE:  YR GRADUATED: 

MEDICAL SCHOOL:  YR GRADUATED: 

OTHER:  YR GRADUATED: 

RESIDENCY: 

INSTITUTION:  

PROGRAM DIRECTOR:  

START DATE:  END DATE:  

FELLOWSHIP: 

INSTITUTION:  

PROGRAM DIRECTOR:  

START DATE:  END DATE:  

COMMENTS: 

 

 

SEND COMPLETED FORM TO: SUZANNE WILLIAMS, MGH, 55 FRUIT ST., WHT506,  
BOSTON, MA 02114-2696  FAX: 617-726-7593  E-MAIL: SWILLIAMS7@PARTNERS.ORG 


