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AMA Alliance Dues Submission 

Cover Sheet for Counties

Submitted by:

State:_____________________ County:________________________________Batch #________

Date of submission:_________________ Membership activation dates:_____________________

Name of Treasurer or Officer:_______________________________________________________

Address:________________________________________________________________________

City:__________________________________________ State:_________ Zip:_______________

Daytime phone:___________________________________ 

Fax:_____________________________________________

Email:__________________________________​__________

Submission Details:
	Member category
	Yearly dues
	Total number of members
	Total dues submitted

	Regular or associate spouse
	$50
	
	

	Physician
	$50
	
	

	Resident spouse
	$10
	
	

	Resident
	$10
	
	

	Medical student
	$10
	
	

	Medical student spouse
	$10
	
	


Payment:  Checks should be made payable to AMA Alliance.

Questions?:  Call: 312.464.4470; Email: amaa@ama-assn.org

Headquarters Use Only:

	Date dues received:
	

	Check:
	

	Total amount:
	

	Received by:
	

	MR:
	


AMA Alliance, 515 N. State Street, Chicago, IL  60610, 312-464-4470

www.amaalliance.org
