
Vascular Access Society 
of the Americas

P.O. Box 749
Glenview, Illinois 60025
Phone: (847) 391-9610

Fax: (847) 391-9711
Web: www.vasamd.org

Email: info@vasamd.org

Application for Active Membership
Please Print or Type

C A C

❏ Physician Dialysis Care Provider:  ❏ P.A.     ❏ Nurse     ❏ Technician

❏ Other (please specify) __________________________________________________________

Name _____________________________________________________________________
First Middle Initial Last Year of Birth 

P C I 

Address ____________________________________________________________________

City, State, Zip ______________________________________________________________

Phone ( _____ ) _______________________ Fax ( _____ ) ______________________

Email _____________________________________________________________________

E  T 

Medical School ___________________________________ Year Graduated ___________

Internship (Hospital and Date Completed) ______________________________________________

Residency (Hospital and Date Completed) ______________________________________________

Fellowship (Program and Date Completed) _____________________________________________

Board Certification:   Yes _____  No   _____         Year _____________  

Name of Board ______________________________________________________________

Licensure ( ):

State _____   Number  __________________   State _____   Number  __________________   

P A 

Major Clinical Practice Expertise (Check Major Areas of Your Clinical Practice or Research)

❏ Vascular Access  ❏ Dialysis  ❏ General Surgery  ❏ Vascular Surgery  ❏ Transplant Surgery  

❏ Nephrology  ❏ Interventional Nephrology  ❏ Interventional Radiology  

❏ Other ___________________________________________________________________

19 North Street
Salem, MA   01970

Phone: (978) 745-8331
Fax: (978) 745-8334

Web: www.vasamd.org
Email: vasa@bostonbased.com

 



Present Hospital Appointments ( )

___________________________________________________________________________

___________________________________________________________________________

Present Medical Society Memberships 

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

S 

component if, for any reason, it is needed. 

Applicant’s Signature __________________________________ Date _______________

*****************************

VASA M 
Applicants will be notified promptly upon approval of membership.
Membership dues must be submitted with application. 
•  Membership Dues for Physicians: $200  
•  Membership Dues for Dialysis Care Providers: $75

D T B S 
•  Membership application  
•  Dues check payable to VASA
•  Copy of curriculum vitae 

R T 
Vascular Access Society of the Americas
19 North Street
Salem, MA  01970

Modified 10/2007


