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Membership Application
Make check payable to: Kentucky Veterinary Medical Association
NAME OF APPLICANT (Please Print) __________________________________________________________________________
CLINIC NAME (If Applicable) ________________________________________________________________________________
OFFICE ADDRESS: __________________________________________________________________________
_____________________________________________________________________________________________________


City



County



State



Zip

(Please check the address where you prefer mail to be sent)
HOME ADDRESS: ___________________________________________________________________________
_____________________________________________________________________________________________________

City



County



State



Zip

OFFICE PHONE: ___________________________  HOME PHONE: ______________________
PLACE OF BIRTH: ___________________________________________
DATE OF BIRTH: _______________________________________
KY LICENSE NUMBER: __________________________________
KVMA Region/County with which you live? _________________________
SPOUSE’S NAME: ___________________________________________
E-MAIL ADDRESS: ______________________________________
PRE-VETERINARY TRAINING:


______________________________________________

_______________________________________________________




SCHOOL






LOCATION


______________________________________________

_______________________________________________________



     DATES ATTENDED




             DEGREE (If any)
VETERINARY TRAINING:


______________________________________________

_______________________________________________________




SCHOOL






LOCATION


______________________________________________

_______________________________________________________



     DATES ATTENDED




             DEGREE (If any)
GRADUATE TRAINING:


______________________________________________

_______________________________________________________




SCHOOL





DEGREE


YEAR


______________________________________________

_______________________________________________________




SCHOOL





DEGREE


YEAR

OTHER TRAINING EXPERIENCE: ______________________________            SPECIALTY (ex. SA, EQ, MP, FA): _________________________
SIGNATURE: ________________________________________________
DATE: _________________________________________________
 Send completed form to:


 KVMA


 108 Consumer Ln


 Frankfort, KY  40601


E-mail:  � HYPERLINK "mailto:info@kvma.org" �info@kvma.org�


Phone:  502-226-5862


E





PLEASE ENCLOSE:


Yearly Membership Fee:  $200.00


New Graduates:  $10.00  











