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North Pacific Orthopaedic Society 
147 SE 102nd Avenue, Portland, Oregon 97216 

Toll Free Phone: 866.903.NPOS (6767) Fax: 503.253.9172 
Email: info@northpacificortho.org 

Website: www.northpacificortho.org 
 

APPLICATION FOR MEMBERSHIP 
 

Please send the completed application by fax to the NPOS office. 
 
Qualifications for Membership: 

• All applications for membership must have one sponsoring member in good standing. 
• Certification or board eligible by the American Board of Orthopaedic Surgery or has 

qualified for Fellowship in The Royal College of Surgeons of Canada or be certified by the 
American Osteopathic Board of Orthopedic Surgery. 

• High ethical standing in the orthopaedic community. 
• Members are encouraged to present a scientific paper at an annual meeting. 
• All applications must be submitted to the NPOS office. 

 
Please print or type all information 
 
_______________________________ ____________________________________ 
Applicant Name    Practice/Company Name 
 
Date began Orthopedic Practice in Present Community_____________________________ 
 
________________________________ _____________________________________ 
Office Address    City, State, Zip Code 
 
__________________________________________ _________________________ 
Your Office Email      Contact Manager/Assistant 
 
________________________________ _________________________________ 
Primary office phone    Office Fax 
 
________________________________  
Office Backline 
 
________________________________ 
Sponsor 
 
Turn over to complete application process 
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NPOS Membership Application continued 
 
____________________________________________ _______________________________ 
Home address       City, State, Zip Code 
______________________________________________ _______________________________ 
Home email       Name of Spouse 
 
________________________________ ________________________ 
Home Phone     Home Fax 
 
Preference for NPOS information be sent to you: ______Office ______Home 
 
ABOS Certification Date_____________ Recertification Dates______________________ 
 
Birth Year ______ 
 
Undergraduate Education (Schools, Dates, Degree) ___________________________________ 
____________________________________________________________________________ 
 
Medical Education (Schools & Dates, Degree) _______________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Internship, (Place & Dates) ______________________________________________________ 
 
Orthopaedic Residency (Place & Dates) ____________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
Activity & Professional Interests Post- Residency to Present including time periods (or may attach 
C.V.) ________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
Other Professional Affiliations____________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 
 
Interests Outside of Medicine_____________________________________________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

 


