
International Association of Medical Colleges 
 

Student Membership Application 
 
 
_____________________________________________________________ 
                       Last name                      First name                        Middle Initial or name 
 
_____________________________________________________________ 
               School Street Address                     City                  State                       Postal zip code 

 
 
                       Country                            Home Phone                           School phone 
 
 
                    Cell Phone                           Home Fax                               School Fax 
 
 
            Home Street Address               City                State                Postal Zip Code 
 

             Country                   E-mail address                  Medical School          Years in Attendance 
 

_Personal References_ 
 
 

Last Name                                              First Name                                       Title 
 
 
____________________________________________________________________________ 
Street Address                                          City                                 State                      Country 
 
 
_____________________________________________________________________________ 
Last Name                                              First Name                                          Title 
 
 
 
Street Address    City   State  Country 
 


