






AAA 5. BOARD CERTIFICATION  Yes    No

 a_________________________   _____/_____/_____  b_________________________   _____/_____/_____
Specialty Board                                                              Certification Date (MM/DD/YY)   Specialty Board                                                             Certification Date (MM/DD/YY)

AAA 6. ADDITIONAL INFORMATION
This information will remain confidential and will be used for internal purposes only.

(a) During a typical work week, how many hours (b) Please indicate your primary employment (c) How would you describe your primary
do you spend in the following professional  setting, that is, the setting in which you spend practice area? Is it ...
activities? (if you do not spend any time in a  the MOST time. ❑  Urban, inner city
particular activity, please enter zero (0) hours)  ❑  Urban, non-inner city
  ❑  Solo/Two-physician practice ❑  Suburban
Activity                                                     Hours ❑  Pediatric/Multispecial group  practice ❑  Rural
Direct Care (self-employed) _______ ❑  Staff Model HMO ❑  Other:_________________________________
Direct Care (not self-employed) _______ ❑  Medical school or parent university
Administration _______ ❑  Government hospital/clinic
Academic Medicine _______ ❑  Non-government hospital/clinic
Research _______ ❑  Retired
Resident _______ ❑  Other:__________________________________
Fellowship Training _______
Temporarily Not in Practice _______
Other:__________________________ _______
Total hours per week: _______

AAA 7. JOIN A SPECIALTY SECTION
Please indicate with an X if you would like to join any of the following Sections (note: Sections may have dues in addition to 
the national dues):

	 ❑  Adoption & Foster Care ❑  Media
	 ❑  Breastfeeding ❑  Rheumatology*
	 ❑  Community Pediatrics ❑  Telephone Care
	 ❑  International Child Health

* Applicants for membership in the Section on Rheumatology need to meet specific requirements that can be viewed at www.aap.org/members/seccriteria.htm.

AAA 8. APPLICANT SIGNATURE
I hereby certify that all information recorded on this application and any attached documents are accurate and support my 
qualifications for membership in the Academy for which I now apply.

Signature of Applicant___________________________________________________________________     Date_____________________________________________

If the Academy learns  that any information in your application is untrue, or if circumstances change after the date of application  that affect 
ethical and professional standards, it may  be grounds for suspension or revocation of membership.  The American Academy of Pediatrics does not 
adopt any practice, policy, or procedure which would result in discrimination on the basis of race, religion, creed or health status for membership.  
Membership in the American Academy of Pediatrics is automatically renewed each July 1. Cancellation of membership must be submitted in writing 
and cannot be granted retroactively.

 

RETURN APPLICATION TO:
AAP, Division of Member Services • 141 Northwest Point Boulevard • Elk Grove Village, IL 60007, USA   – or –   Fax to: 847/228-7035


