
062717 

YALE-NEW HAVEN HOSPITAL 
INTERN / RESIDENT / FELLOW PHYSICIAN APPLICATION 

Connecticut State Medical Society New Haven County Medical Association 

Thank you for your interest in joining the Connecticut State Medical Society (CSMS) and the New Haven County 
Medical Association (NHCMA). Even if you already belong to the American Medical Association (AMA), you still may 
join CSMS and NHCMA to complement your existing membership.  

Yale Intern, Resident, or Fellow Membership: $125   

Date of application: ________________________ NPI#: ________________   Gender ____F ____M 

Name:____________________________________________________________________________ 

DOB: __________________ 

Mailing Address:   ___________________________________________________________________ 

__________________________________________________________________________________ 

Telephone: __________________________   Preferred Email: _______________________________ 

Mobile phone number (or pager): _____________________ 

Residency Start Date: ____________ Expected Completion Date: _____________ 

Residency Location: _______________________ Specialty: ___________________________ 

Undergraduate School: __________________________ Degree: _______   Year: _________ 

Medical School: __________________________________    Degree: ______________ Year: _________ 

Location of Medical School (City, State, Country):  
_________________________________________________________________ 

 

SIGNATURE: __________________________________________________ 

DATE: _________________ 

Please send the completed application to: 
Connecticut State Medical Society 
127 Washington Avenue, East Bldg., 3rd Floor 
North Haven, CT 06473 
Email: membership@csms.org  
Fax: (203) 865-4997 Attn: Membership 
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