
First: ________________________________ MI: ___________  Last: _______________________________

Designation (MD, DO, RPhS, CLT-LANA, etc.): ____________________________________________________

Company: _________________________________________________________________________________

Mailing Address: ____________________________________________________________________________

City: __________________________________________________  State:  __________  Zip:  ______________

Email:  ______________________  Website: __________________________  Twitter: ____________________

Phone: _______________________  Mobile: __________________________  Fax: ______________________

DEMOGRAPHIC INFORMATION
Primary Specialty:  ___________________________ Secondary Specialty:  ____________________________

Practice Type:  _________________ % of Venous Patients:  _______ % of Lymphatic Patients:  ____________

Medical School:  _____________________________________________ Grad Year:  _____________________

License #:  _____________________  NPI #:  ______________________ AMA #:  _______________________

Residency Specialty:  _________________________ Year Started in Phlebology: _______________________

Birth Date:  ________________________________________________________________________________

Gender:  Male  Female Referral:  Colleague  Event  Other ___________

PAYMENT INFORMATION
Member Dues
  Physician   $ 550 

  Allied Health  $ 195

  International  $ 290

 +Application Fee  $ 95

 - Coupon $ ________        Coupon Code:  ____________________________

 Total Dues $ ________

PAYMENT OPTIONS

Credit Card Information

 Check made payable to American Vein & Lymphatic Society             Credit Card

Card Type  MasterCard  VISA  American Express  Discover

Name on Card: _____________________________________________________________________________

Credit Card Number: ________________________________________________________________________

Security Code: _________________ Expiration Date: _______________ Billing Zip Code: ________________

Submit your application to membership@acpmail.org. 

434 W. Ontario St. Suite 200, Chicago, IL 60654 · p: 510-346-6800 · f: 510-346-6808 
www.veinandlymph.org · membership@myavls.org

MEMBERSHIP APPLICATION

 In-Training Membership (FREE) 
Submit proof of residency or fellowship  
program along with your application.

Program End Date: __________
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