SOCIETY OF BLACK ACADEMIC SURGEONS
Membership Application

Please provide information in typewritten format.
Personal Information:

Name

Last Name - F.i'rst Name ' . Middle Initial

Academic Title

Institution _ _ : = -

Address i : -

City State Zip

Telephone (work) _ Telephone (home) _

Beeper _ email Address _

Facsimile _ __ Other

EDUCATION

Undergraduate; _ : .
School Years Degree

Medical School: _ ) o
School Years Degree

Fellowships: _ _ ]
Institution Years Specialty

CERTIFICATION
General Surgery: ) (Year)

Subspecialty: _ ~ (Year)

CURRENT MEDICAL SCHOOL FACULTY STATUS

0 Instructor O Assistant Professor O Associate Professor
O Professor O Emeritus O o )
(] Geographic: Full Time Part Time _ Volunteer Research

(Pleasc turn Page 1o Complete Page 2 of Application)



SOCIETY MEMBERSHIPS (Please Check All That Apply)
Fellow. American College of Surgeons __ Year O American Surgical Association
AATS O ASES O Central Surgical Association

[nternational Society O National Medical Association (Surgical Society)

New England Surgical Society O pacific Coast Surgical Association
O saGes O sesc L Society of Vascular Surgery
0 sus O swsc

SAS
Southern Surgical Association L ST
O Western Surgical Society

D — o D = e, —— SR
O

Transplant Society

UDO0oooooogaQg

PUBLICATION HISTORY DURING PAST FIVE YEARS IN PEER REVIEWED JOURNALS
Please Check One:

O 1520 a 10-15 O s.10 L s O None

b

ba

]

ADDITIONAL DOCUMENTS REQUIRED TO COMPLETE YOUR MEMBERSHIP APPLICATION

ctter of Reference from the chairman of your department (send directly to SBAS Secretary).

L
artment familiar with vour academic

2. Letter of Reference from taculty member in your dep
accomplishments (send directly 1o SBAS Secretary).
Current curriculum vitae (attach to this application form).

Led

FORWARD APPLICATION TO SECRETARY OF SBAS

Edward M. Barksdale, Ir., M.D.
Division of Pediatric Surgery

Rainbow Babics & Children’s Hospital
11100 Euclid Avenue, RBC 122
Cleveland, Ohio 44106

Fax 216:844-8687
email; cdward.barksdalc@UIIhospilals.org



