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Application for SRS Membership

Type of Membership (please check one):

 Candidate Fellow    Associate Fellow

 Orthopaedic Surgeon    Neurosurgeon    Scientist    Other  ____________________________

Referred by: (optional) ___________________________________________________________

Personal Information:

First/Given Name:  _________________________________    Middle Name: ______________________

Last/Family Name __________________________________________________________________

Degree(s)/Designation (i.e. MD, PhD, FRCS, etc): _______________________________________________

Date of Birth: ____________________________________    Sex:  M   F

Citizenship: ______________________________________________________________________

 Spouse’s Name:  ___________________________________________________________________

Business Address Information:

Institution/Hospital: _________________________________________________________________

Street Address: ____________________________________________________________________

City: __________________________________________   State/Province: ______________________

Postal Code: _________________________  Country:  ______________________________________

Email:  _________________________________________________________________________

Phone: _________________________________________________________________________

Fax: ___________________________________________________________________________

Home Address:

Street Address: ____________________________________________________________________

City: __________________________________________  State/Province: ______________________

Postal Code: _________________________  Country:  ______________________________________

Email:  _________________________________________________________________________

Home Phone: _____________________________________________________________________

Preferred Mailing Address:   Home  Office
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Education: 

Undergraduate school(s) Name & Location:  __________________________________________________

Major/Minor: _____________________________________________________________________

Degree:   _______________________________________   Date of completion: ___________________

Graduate School Name & Location: ________________________________________________________

Major/Minor: _____________________________________________________________________

Degree:   _______________________________________   Date of completion: ___________________

Medical School(s) Name & Location:  _______________________________________________________

Date of completion: _________________________________________________________________

Post Graduate Training

Specialty ________________________________________________________________________

Internship _______________________________________________________________________

Residency _________________________________________  to/from _________________________

Fellowship ________________________________________  to/from _________________________

Other Special Education:  ______________________________________________________________

Are you? (circle one):  Board Eligible  Please indicate year: ________   OR  Board Certified  Please indicate year: ______ 

Please indicate the name of the Board (ABOS, AOBOS, ABNS, or other):  _________________________________

or International Board equivalency:  _______________________________________________________ 

Medical License (list type):  _____________________________________________________________

Other professional certifications: __________________________________________________________ 

Professional Societies

Please list any Professional Societies of which you are a member ______________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

Please list any board appointments or other offices  ______________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________

Have you attended an SRS meeting (Annual Meeting or IMAST) in the past five years?   Yes  No

Please list the year and location you attended  _________________________________________________

Have you submitted any abstracts for either the SRS Annual Meeting or IMAST in the past five years?   Yes  No

(Please note: Scientist applicants applying for Candidate Fellowship must submit one abstract for an SRS Annual Meeting or 

IMAST prior to applying, others please see page 3 for requirements) 

Please list the meeting, year and abstract title  _________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________
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Professional Experience      (Please submit this information on a separate sheet, if more space is required)

Please list, in chronological order, your professional experience  ______________________________________  

______________________________________________________________________________  

______________________________________________________________________________  

______________________________________________________________________________

Please list any university and teaching positions ________________________________________________  

______________________________________________________________________________  

______________________________________________________________________________  

______________________________________________________________________________

Please list any research position and assignments _______________________________________________  

______________________________________________________________________________  

______________________________________________________________________________  

______________________________________________________________________________

Please list any publications (annotated bibliography) _____________________________________________  

______________________________________________________________________________  

______________________________________________________________________________  

______________________________________________________________________________

What % of your clinical experience is spinal surgery?  _____________________________________________

What % of time is spent on spine research?  ___________________________________________________

Please list a breakdown of Spine Surgery

Deformity ____________ % Clinical ____________  % Research

Degenerative __________ % Clinical  ____________  % Research

Fracture  _____________ % Clinical  ____________  % Research

Other _______________ % Clinical  ____________  % Research

Please include a narrative summary of all spinal deformity activities. Include detail of research and investigations in progress 

or planning stages.  (Please submit this information on a separate sheet, if more space is required)

______________________________________________________________________________  

______________________________________________________________________________  

______________________________________________________________________________

Please indicate why you wish to become a member of the Scoliosis Research Society.  __________________________  

______________________________________________________________________________  

______________________________________________________________________________  

______________________________________________________________________________
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Letters of Recommendation

Your complete submission must include two letters of recommendation from Active or Emeritus (formally Active) Fellows of SRS. 

You may include the original letters with your submission or have them sent by the fellow to the SRS office directly. The SRS 

Fellows should be colleagues who are familiar with your work and your spine practice. Please list the names of the members 

you requested the letters from:

Name of reference one: ___________________________________________   circle:  Active or Emeritus

Name of reference two: ___________________________________________   circle:  Active or Emeritus

Curriculum Vitae Please include a current CV (5 copies) with your application submission. 

Non-refundable Application Fee $100.00*: 

A credit-card authorization or check made payable to the SRS in US Dollars drawn on a US Bank must accompany this 

application form.

 Check enclosed     Visa     American Express     MasterCard

Card Number          Expiration Date  

* If you reside in a country classified as a low-income economy by the World Bank scale, you may be eligible for a reduced application fee. Please contact 
the SRS office to find out if you qualify. (email info@srs.org)

Authorization 

In submitting a complete copy of this application for membership in the Scoliosis Research Society, I agree to be bound by the 

policies and Bylaws of the society. 

It is specifically agreed by the undersigned, that in consideration of the Society’s treatment of the entire contents of this 
application, as well as all inquiries or investigations made pursuant thereto as privileged and confidential material, except 
as may be required under hearing procedures as provided in these Policies and Procedures or by operation of law, that the 
undersigned specifically authorized the Society to make whatever inquiries and investigation it deems necessary to verify the 
credentials, professional standing and moral or ethical character of the undersigned. The undersigned further agrees that 
he/she will not cause or attempt to cause any public disclosure of the contents of any application of any applicant for Fellow-
ship in the Society, of whatever class, or any proceedings of any Fellowship Committee or Representative pursuant thereto

I agree that the information in this application is complete and correct. 

Applicant signature:   _________________________________________ Date: ___________________

All information must be filled in and complete before the application will be processed and submitted to the Fellowship 

Committee for review.

A complete submission includes the following:

 Five copies of the completed membership application           Five copies of your current CV

 A non-refundable application fee             Two letters of recommendation from Active or Emeritus Fellows of SRS 

 A current photograph (you either may send a hard copy with the application or email an electronic copy to info@srs.org) 
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