
Membership Application

Organization___________________________________________Address__________________________________________

City__________________________State_______Zip Code________Phone (        )_____________Fax (        )________________

Email Address____________________________________Web site: http://__________________________________________

Address________________________________________________________________________________________________

City__________________________State_______Zip Code____________Phone (            )_______________________________

Alternate Email Address___________________________________________________________________________________

Dental School Attended __________________________________Specialty______________________Yr. Graduated_________

Are you a member of?                                                                                           

 Check/Money Order #____________________Credit Card #__________________Security Code_______Exp. Date__________

 Name on Card (please print)________________________________________________________________________________

 Signature______________________________________________________________Date_____________________________

Which address would you like information mailed to: 

Primary Office Address

Dues Information

Payment Information

Please provide all the information below.  Make sure to include your office address in order to 
be listed in AAWD’s on-line directory  “Locate a Woman Dentist.”  If mail is going to your office
or home address, please indicate this information in the Preferred Mailing Section. 

DDS

Primary Office Address

Active Member:
Affiliate Member:

Full Time Faculty:

Federal Services:

Visa MasterCard American Express Money Order/Check (Made out to AAWD)

Post Graduate/Resident: 
Student: 
Dental Office Team:

Home/Alternate Address

DMD Student Grad Student

Home/Alternate Address (Optional) 

ADA AGD ASDA Other______________

Total Dues and Contributions:      $

Questions? Please call: 800.920.AAWD (2293)  Forward your application to: American Association
of Women Dentists  216 West Jackson Blvd. ,  Suite 625, Chicago IL  60606 or Fax: 312.750.1203

Email: info@aawd.org   Web site: http://www.aawd.org

Our Mission

AAWD’s Core Values

Are you a member of a local AAWD chapter? (Chapter name)  _____________________________________________________

Referred by______________________________________________________________________________________________

I am interested in volunteering for AAWD committees. 

Name _____________________________________________________________________________________________

$215
$215

$99
$99 $95

$45
Active Member - 1st year after graduation $95

$45

International Member: $215

To be the recognized resource for connecting 
and enriching the lives of women dentists.

PASSION
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I NCLUSIVENESS

C OLLEGIALITY

_______________________________________Other


