
Georgia Society of Anesthesiologists 
Application for Educational Membership 

(Anesthesiologist Assistants) 
 

Please complete and print this application.  Mail with check to the address at bottom of this form. 

Membership Category (check one): 

    Anesthesiologist Assistant (AA)   AA Student Membership 
 
Date of Application: __________________ 

1. NAME:  
CONTACT INFORMATION          

              
(Last, First, Middle, Title) 

2. Date of Birth:     3. Sex:    Male     Female 
       
4. Mailing Address:             
       (Street) 
              
(City)      (State)   (Zip Code) 

              
(E-Mail Required)      (Home Phone)  (Cell Phone) 
 
______________________________________________________________________________ 
        (Office Phone)  (FAX Phone) 
EDUCATION AND TRAINING          

5. Training Program:             
     (School)   (Years) (Degree) 
 
6. Current Appointment/Location:           
______________________________________________________________________________ 
FOR STUDENT APPLICANTS 
 
7. Training Site:             
      (Hospital) 

              
(Date of Enrollment)   (Proposed Date of Graduation) 
 
              
(Program Director Name - Please Print)   (Program Director - Signature) 

TO BE COMPLETED BY GSA HEADQUARTERS: 
 
Approved for Membership: __________________   Date: _______________ 
 
Signature: ___________________________________________, Title___________________   

 
Please send application and check to GSA, 1231 Collier Rd, Suite J, Atlanta, GA 30318 
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