
MEMBERSHIP APPLICATION: Please complete the entire form and return by fax to 913.906.6088 
or mail to AAFP Contact Center, AAFP, 11400 Tomahawk Creek Pkwy., Leawood, Kansas 66211-2680.

AMERICAN FAMILY PHYSICIAN
Receive members-only online access to articles on patient 
care and diagnosis, as well as clinical review articles to use 
as study resources.

FAMILY MEDICINE BOARD REVIEW QUESTIONS
Prepare for your boards with members-only access to Board 
Review questions and answers.

DEDICATED STUDENT SERVICES
There is an entire department within the American Academy 
of Family Physicians that is dedicated solely to meeting the 
needs of student members. Additionally, a section of our 
aafp.org is devoted to students.

STUDENT REPRESENTATION
The AAFP offers student members a unique opportunity to 
expand their understanding of organized medicine through 
active participation on the Academy's Board of Directors, 
commissions, and committees.

MEMBER DISCOUNTS
Receive special pricing, quality, and great service through 
AAFP's business partnerships.

LOCAL SUPPORT
Grassroots "where you live" kind of support in the form of 
mentoring programs, scholarships, and local meetings.

MEMBERSHIP BENEFITS, PRODUCTS & SERVICES

1.  Students applying for student membership must be 
enrolled in a medical or osteopathic school approved 
by an appropriate United States accrediting institu-
tion. For students attending an international medical 
school, the AAFP offers a membership option tailored 
to meet your specific need.

2.   One-time national dues are $15.00 for membership 
throughout your medical school career. Chapter dues 
are charged in some states, and some chapters pay all 
or part of students dues. International student dues are 
$35 annually. 

3.   Do not send dues — you will be invoiced.

4.   Membership terminates upon graduation. If you 
desire to maintain AAFP membership, you must 
reapply for resident status.

5.   I hereby agree to abide by the constitution and 
bylaws of the American Academy of Family 
Physicians and the bylaws of my constituent chapter.

PLEASE PRINT

NAME ___________________________________________________________ FORMER NAME _____________________________________________

MALE    FEMALE     DATE OF BIRTH_____________________________  E-MAIL _____________________________________________________

MAILING ADDRESS _______________________________________________________________________________________________________________

CITY, STATE, ZIP, COUNTRY _______________________________________________________________________________________________________

TELEPHONE NUMBER _____________________________________________ FAX________________________________________________________

MEDICAL SCHOOL ____________________________________________________________________  GRAD DATE _____________________________

CITY, STATE, ZIP, COUNTRY _______________________________________________________________________________________________________

SIGNATURE OF APPLICANT (required) __________________________________________________________ DATE _____________________________

/           /

/           /

STUDENT

For more information, call (800) 274-2237 or visit www.aafp.org/join.

/           /

(if applicable)

08/09


