
APPLICATION FOR  
CHAPTER MEMBERSHIP  

 

________________________________________________________________________ 
FIRST NAME   LAST NAME     E-mail  
 
 
COMPLETE MAILING ADDRESS  
 
 
 
________________________________________________________________________ 
CITY      STATE     ZIP  
 
(_______)_____________________(_______)__________________________________  
DAYTIME PHONE    FAX NUMBER  
 
________________________________________________________________________ 
DATE OF BIRTH    SPOUSE NAME  
 
________________________________________________________________________ 
SURGICAL SPECIALTY    CURRENT ACS MEMBER STATUS  
 
ANNUAL CHAPTER MEMBERSHIP DUES: $150.00*  
 
Please make check payable to “SCCACS” and mail with completed application to the 
address below.  
 
You may also pay using your AmericanExpress, MasterCard or VISA  
 
___________________ _________ ______________________________ 
Card Number    Expiration  Name on the Card  
 
*Chapter membership includes a subscription to The American Surgeon, the Chapter 
Newsletter and reduced registration to the Annual Scientific Meeting.  
 
Mail or fax application with payment to the SCCACS Headquarters: 
SCCACS  
1970 E. Grand Ave., Suite 330  
El Segundo, CA 90245  
Fax 310/364-0193  
Phone 310/364-0196  


