
Application for Membership

Incomplete applications will not be accepted

DATE

First Name Middle Initial Last Name

Membership Category you are applying for (categories described inside WDS membership brochure and at www.womensderm.org):

Active        Associate        Current Dermatology Resident/Post-Dermatology Residency Fellow        Life        Honorary     
Corporate        Affiliate/International        International Dermatology E-Member     
International Dermatology Resident E-Member        Joint WDS/EuWDS

Degree Or Title date of birth spouse’s name

WORK MAILING ADDRESS
Company (if applicable)

Address

City State  Zip Country 

CITY/AREA CODE Local Number Country Code

CITY/AREA CODE fax Number Country Code

E-mail Citizenship

HOME ADDRESS 
Address

City State Zip Country

Home Telephone Number:

City/Area Code Local Number Country Code

Preferred Mailing Address: Work Home
You may publish my contact information on the WDS website to be viewed by members only
Do NOT publish my e-mail address at all in print or on the WDS website
Do NOT publish my contact information in print or on the WDS website

Practice: Private Academic Other (please describe)

EDUCATION/INSTITUTION 
Undergraduate Degree Yr. Completed

Medical or Graduate School (Corporate applicants can skip ahead to Sponsors) Degree Yr. Completed

DERMATOLOGY RESIDENCY PROGRAM Yr. Completed/Proposed Completion

Other Specialty Training Yr. Completed/Proposed Completion

Post-Dermatology Residency Fellowship (if applicable) Yr. Completed/Proposed Completion

Areas of Specialization in Dermatology (if applicable) POSITION OR TITLE (IF APPLICABLE)



Page Two
First Name Middle Initial Last Name

CERTIFICATION (Not required for Corporate Member applicants)
American Board of Dermatology Board Eligibility Year DERMATOLOGY Board Certification Year

Royal College of Physicians and Surgeons of Canada Board Eligibility Year DERMATOLOGY Board Certification Year

Equivalent Board (other countries) Country DERMATOLOGY Board Eligibility Year DERMATOLOGY Board Certification Year

ADDITIONAL INFORMATION

Has your license to practice medicine in any jurisdiction ever been limited, suspended, or revoked?....................................................... Yes	 No
Have your privileges at any hospital ever been suspended, diminished, revoked or not renewed?.............................................................  Yes	 No
Have you ever been denied membership or renewal thereof, or been subject to disciplinary action  
in any local, state, or national medical society? ................................................................................................................................................................ Yes	 No
Are there any charges pending resolution by a Board of Medical Examiners in any state in which 
you have practiced medicine?.................................................................................................................................................................................................... Yes	 No
Have you ever been sanctioned by the Board of Medical Examiners?...................................................................................................................... Yes	 No

SPONSORS

List names of two members of the Women’s Dermatologic Society from whom the Membership Committee may request letters of 
endorsement. One of these members should reside in the vicinity of the applicant. (Contact WDS headquarters if sponsors are needed.) 

Resident/Fellow applicants, skip to the next section entitled RESIDENTS/POST-RESIDENCY FELLOWS ONLY
WDS Member Sponsor #1 WDS Member Sponsor #2

Residents/POST-RESIDENCY Fellows only*
Program Director’s name Phone Number

Are you currently in an ACGME approved program? (Does not apply to applicants who reside outside of the U.S.)........................... Yes	 No

* Pre-Residency Fellows are not eligible for membership. Post-Residency Fellows may apply for Resident membership.

APPLICATION & FEES DETAILS

Application must be accompanied by a non-refundable application fee and first year’s annual dues. (Dues will be refunded if membership 
is not granted). Please submit a check or money order in US currency of US$25 for the application fee and US$100 for the annual dues for 
a total of US$125.00. The application fee and dues are waived for those applying for Resident/Fellow and International Resident E-Member 
Status. Dues are US$50 for members in their first year following completing of training, beginning in the first calendar year after 
membership is fully approved by the Membership Committee and then by the Board of Directors**.

Return to:	 Women’s Dermatologic Society	 Toll Free: 1-877-WDS-ROSE or Local: 415-764-4925
	 575 Market Street, Suite 2125	 Fax: 415-764-4933
	 San Francisco, CA 94105	 www.womensderm.org

Method of Payment

Check (Payable to WDS)   Check #:

Credit Card     Visa   MasterCard  American Express

Credit Card # Expiration Date

CardHolder’s Name Authorized Signature (Required)

I AFFIRM THAT ALL ABOVE INFORMATION SUBMITTED IS COMPLETE **Incomplete applications will not be accepted**
Signature Date

*Note: Use of the name of Women’s Dermatologic Society and/or the Society logo on business or in any advertisement is prohibited.
 **Membership applications are reviewed and approved by the Board of Directors twice yearly.
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