NORTH AMERICAN IRANIAN RADIOLOGICAL SOCIETY (NAIRS)

www.nairsociety.com

APPLICATION FORM FOR NEW MEMBERSHIP

Name (Please Print):       ____________________________________________________________              ________________________________

                                                 First                                     Middle                                  Last                                      Degree (s)

Residence Address:  _________________________________________________________________

                                                Number and Street / P.O. Box






   

                                             ____________________________________________Telephone__ (______) ________________   

                                       City              State/Province/Country                            Zip Code

        Area Code                Number

Office Address:        ____________________________________________Telephone_ (_____) _______________
                                               Number and Street / P.O. Box




           Area Code                Number



            __________________________________________________________   Fax No. :_(_____) ________________                      


City
     State/Province/Country

       Zip Code                                Area Code   
            Number


Mailing Address       (Check One):        (   Office  (   Residence        E-Mail:________________________________
_____________________________________________________________________________________________

EDUCATION

Graduate (Medical School, Graduate School, etc):

                Institution
                                                       Degree
                                    Dates (From / To)

                     ________________________________________________________________________________________________________________


                     _______________________________________________________________________________________________________________
Residency:    ( Completed in (year) __________( Current Resident; will complete in________ ( Current Fellow

                Institution: ________________________________________________________

                Address: ___________________________________________________________

                             ____________________________________________________________

Type of Practice:           (   Diagnostic Radiology                      (   Radiation Oncology



                   (   Nuclear Medicine

      (   Medical Physics

                                                                                  Signature: ---------------------------------------------------------
_______________________________________________________________________________________

Please submit the completed application form and $75.00 membership dues* payable to NAIRS to:
                                             
NAIRS
     c/o  Dr. Bahram Raofi  




            3 Monaco
                                                         Newport Beach, CA 92660
                                                         Tel:  949-706-9944
                                               * Membership is complimentary for those in training

