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INTERNATIONAL ASSOCIATION 
OF AEROSPACE DENTISTRY
MEMBERSHIP FORM (English)
ARE YOU AN AsMA MEMBER?
 FORMCHECKBOX 
  yes     FORMCHECKBOX 
  no     PLEASE check the appropriate box. 
AsMA = Aerospace Medical Association

NAME:
_________________________
_________________
____________________________

First



Middle


Last

DATE OF BIRTH:
_______
_______
_______

Month

Day

Year

PLACE OF BIRTH:
___________________

___________________

___________________



City



State



Country

MILITARY:
___________________

___________________

___________________



Service (USAF, USN, etc)

Rank (CAPT. Col, etc)

Country

WORK/ORGANZATION:
________________________________________________________________




Name of the Organization
________________________________________________________________

Your Work Title
/ Position
EDUCATION:



_______
_______
______________________
_____________________   _________________

Degree

Year

University


Field of Study

        Country

_______
_______
______________________
_____________________   _________________

Degree

Year

University


Field of Study

        Country

_______
_______
______________________
_____________________   _________________

Degree

Year

University


Field of Study

        Country

_______
_______
______________________
_____________________   _________________

Degree

Year

University


Field of Study

        Country

_______
_______
______________________
_____________________   _________________

Degree

Year

University


Field of Study

        Country

ADDRESS:
___________
_____________________________________________
    _________________
 

Street Number
Street






Apartment Number

___________
____________________________
____________________________
_____________

Province

State




Country




ZIP Code


TELEPHONE

________________________________
E-MAIL

________________________________
AREA(S) OF SPECIALTY
Enter your areas of specialty, e.g., general dentistry, orthodontics, forensic odontology, altitude physiology, internal medicine, space medicine, AME, dental hygiene, accident investigation, statistics, human factors, vision, etc.
NAME OF RECRUITING MEMBER (if applicable)  ___________________________________________
IAAD membership requires a genuine interest in dentistry consistent with any part of Article II of the IAAD bylaws (version 13 May 2014). There are two (2) types of members, please indicate the one for which you are applying:

 FORMCHECKBOX 

Doctorate degree in dentistry. (e.g., D.D.S., DMD, etc.).  ANNUAL DUES: $35.00 USD
 FORMCHECKBOX 

Others, including Students.  ANNUAL DUES: $20.00 USD
To be paid to the Treasurer, please contact Dr. Michael H. Hodapp (mhodappdds@mhodappdds.com)
SIGNATURE  __________________________________________  DATE
_______________________
Please remit this form with annual dues to:
International Association of Aerospace Dentistry 
c/o Michael H. Hodapp, DDS, MAGD 

903 Bay Area Blvd., Ste. A

Houston, Texas 77058
(mhodappdds@mhodappdds.com)

