
resident membership
application

You can also apply for membership online at www.aafp.org/residentapp
are you a previous member of the aafp?    o yes    o no        If yes, previous AAFP ID (if known)?________________________ 
         

(Additional information on back)

personal information

name (first) _________________________________________________________     

(middle) ____________________________________________________________     

(last) ________________________________________     (suffix) _____________

degree (md/do/mbbs/mbchb, etc) _______________________________________    

previous last name (if applicable)  _______________________________________

date of birth  (mm) _____________    (dd) _____________   (yyyy) _____________

o male    o female    o transgender    o other    o prefer not to answer

email ______________________________________________________________ 
(an email address is required to log in to your membership account.)

o please indicate with a check mark if this is your preferred mailing address for 
receiving information and subscriptions from the aafp. 

office/practice/institution name

___________________________________________________________________

street address 

___________________________________________________________________

city________________________________________________________________

state __________________________________________   zip ________________  

business phone (________)_____________________________________________

o please indicate with a check mark if this is your preferred mailing address for 
receiving information and subscriptions from the aafp. 

street address 

___________________________________________________________________

city _______________________________________________________________

state __________________________________________   zip ________________  

home phone (________)________________________________________________

please indicate with a check mark your preferred phone number.

o business (________)________________________________________________

o home (________)__________________________________________________

o cell (________)___________________________________________________

twitter @___________________________________________________________

name_______________________________________________________________ 
(please do not abbreviate)

city _______________________________________________________________

state _____________________________   country ________________________

degree_____________________________________________________________    

start date  (mm) _____________  (dd) _____________ (yyyy) _____________

graduation date  (mm) _____________  (dd) _____________ (yyyy) _____________

name_______________________________________________________________ 
(please do not abbreviate)

city __________________________________________________  state ________

residency start date (mm) __________   (dd) __________   (yyyy) __________

residency completion date (mm) _________ (dd) _________ (yyyy) _________

post-residency fellowship (if applicable)

name_______________________________________________________________ 
(please do not abbreviate)

city __________________________________________________  state ________

emphasis ___________________________________________________________

fellowship completion date    (mm) _________   (dd) _________  (yyyy) _________

medical license no.  __________________________________________________

state____________________________ country____________________________

issuance date______________________ expiration date______________________

if you do not have a current active medical license where you practice, please 
explain. (attach a separate page if necessary to fully explain.)

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

are you active duty military or have military service obligation due to health  
professions scholarship? o yes     o no

business

home

medical school education 

professional 

In signing this application, I certify that the above information is correct and complete 
and do hereby agree to abide by the bylaws of the American Academy of Family 
Physicians and the bylaws of my constituent chapter. I understand that by providing my 
mailing address, email address, telephone numbers, and fax number, I consent to receive 
communications sent by or on behalf of the AAFP and its chapters and affiliates via 
regular mail, email, telephone, or fax.

signature __________________________________________________________

date _______________________________________________________________

family medicine residency program

signature/certification 

phone number(s)

email address

twitter handle



PLEASE SEND YOUR COMPLETED APPLICATION TO:

American Academy of Family Physicians
11400 Tomahawk Creek Parkway
Leawood, KS 66211-2680
Phone: (800) 274-2237
Fax: (913) 906-6075
aafp.org

2021-2022 
AAFP Resident Dues Information

Upon approval of your membership, you will receive an invoice. 
If you have any questions, please contact the AAFP at (800) 274-2237.

NOTE: A portion of your AAFP dues is not deductible as an ordinary and necessary business expense to the extent that the 
AAFP engages in lobbying. Please go to www.aafp.org/duesdeduct to learn what portion of your AAFP national and chapter 
dues are not deductible.

CHAPTER AAFP CHAPTER TOTAL

Alabama $30 $20 $50

Alaska $30 $0 $30

Arizona $30 $0 $30

Arkansas $30 $65 $95

California $30 $10 $40

Colorado $30 $10 $40

Connecticut $30 $15 $45

Delaware $30 $0 $30

District of Columbia $30 $0 $30

Florida $30 $10 $40

Georgia $30 $25 $55

Hawaii $30 $0 $30

Idaho $30 $0 $30

Illinois $30 $15 $45

Indiana $30 $20 $50

Iowa $30 $10 $40

Kansas $30 $10 $40

Kentucky $30 $0 $30

Louisiana $30 $15 $45

Maine $30 $0 $30

Maryland $30 $20 $50

Massachusetts $30 $0 $30

Michigan $30 $25 $55

Minnesota $30 $10 $40

Mississippi $30 $0 $30

Missouri $30 $10 $40

Montana $30 $0 $30

CHAPTER AAFP CHAPTER TOTAL

Nebraska $30 $5 $35

Nevada $30 $0 $30

New Hampshire $30 $0 $30

New Jersey $30 $10 $40

New Mexico $30 $0 $30

New York $30 $25 $55

North Carolina $30 $35 $65

North Dakota $30 $0 $30

Ohio $30 $10 $40

Oklahoma $30 $25 $55

Oregon $30 $10 $40

Pennsylvania $30 $0 $30

Puerto Rico $30 $0 $30

Rhode Island $30 $0 $30

South Carolina $30 $0 $30

South Dakota $30 $0 $30

Tennessee $30 $12.50 $42.50

Texas $30 $10 $40

Utah $30 $20 $50

Vermont $30 $0 $30

Virginia $30 $30 $60

Washington $30 $0 $30

West Virginia $30 $0 $30

Wisconsin $30 $0 $30

Wyoming $30 $0 $30

Uniformed Services $30 $0 $30
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