SCMS
THE SUSSEX COUNTY MEDICAL SOCIETY

&

MEDICAL SOCIETY OF NEW JERSEY

Name:_____________________________________________________MD/DO (Exactly as on NJ Medical License)

Medical Education Number:____________________________________(If M.E.# unknown, leave blank)

NJ Medical License #:___________________  Date Issued:____________   Birth Date: ___________ Gender: _____

SEND MAIL TO:
❑ Primary Practice
❑ Home
❑ Secondary Practice

Group Name (If Applicable):_____________________________________

Primary 

Practice: ______________________________________
Telephone Number:  (___)_______________

_______________________________________
Fax Number: (    )______________________

Street

_______________________________________


City, State, Zip

Secondary 

Practice: __________________________________
Telephone Number: (___)___________________


Street


___________________________________
FAX Number: (___)______________________


City, State, Zip
Home

Address:_________________________________________ City/State/Zip Code:_______________

Home Telephone Number: _____________________________  Mobile Number:______________________

(For Society business only, NEVER released to the public)

Spouse's Name:________________________________
E-Mail Address:________________________

Past MSNJ Member: ❑ No   ❑ Yes
County:_________________  Current AMA Member: ❑ No   ❑ Yes

Medical Education:____________________________________________  Degree:____________   Year:______



   School/Location

Residencies Dates/Locations:_____________________________________________________________________

Fellowship Dates/Location:_______________________________________________________________________

Specialty Area: Primary:_______________________________________  Secondary:________________________

Board Certification(s): ___________________________________________________________________________

List any specialty society in which you are a Fellow:___________________________________________________

Active Hospital Appointments: ____________________________________________________________________

Please answer the following. Attach a full explanation to any questions answered "Yes."

Have you ever been convicted of a felony crime?
❑ Yes   ❑ No

Has your license to practice medicine in any jurisdiction ever been limited, suspended or revoked? ❑ Yes   ❑ No


Have you ever been the subject of any disciplinary action by any medical licensing board, medical society of hospital staff? 


  ❑ Yes   ❑ No
I hereby release, and hold harmless from any liability or loss, the Morris County Medical Society and Medical Society of New Jersey, their officers, agents, employees & members for acts performed in good faith & without malice in connection with evaluating any application ^ my credentials & qualifications & hereby release from any liability any & all individuals & organizations, who, in good faith & without malice, provide information to the above named organizations, or to their authorized representatives, concerning my professional competence, ethical conduct, character & other qualifications for membership. Furthermore, I attest to the accuracy of information supplied on this application & understand that falsification of any information may result in denial or revocation of membership.
Applicants: signature:_______________________________________________    Date:__________________

SCMS & MSNJ Application, page 2

Place of Birth:


Spouse:


Additional Offices & Telephone Numbers:

Office Hours:

New Patients: (YIN)  
Handicapped Access (YIN)

Languages (other than English):


Do you accept Medicare Assignment: (Y/N) 
Hospital/Office:


Hospital Only: 
Office Only:


Do you accept Medicaid? (Y/N) 
Hospital/Office:


Hospital Only: 
Office Only:


Other Insurances accepted:

Participation in HMO's:

Special Procedures:______________________________________________________________ 


Partners:


Hospital Affiliation: 


Previous medical society memberships (list dates): Additional Information:

