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AIAMC MEMBERSHIP APPLICATION
Annual Dues Structure

[bookmark: _Hlk107476452]Single Institution: $5,000 for SI’s w/ 5 or fewer programs

$7,100
Health System:
$7,100 - 1st Hospital
$3.120 – 2nd Hospital
$2,290 – 3rd Hospital
$1,715 – 4th Hospital
5th and subsequent Hospitals - $575 Each


NOTE:  If you are a healthcare system and multiple institutions are joining, please complete one application form per hospital.
Member Information 
Institution:  _________________________________________________				
Address:  ___________________________________________________			
City:  _________________________		     State:  _______ Zip:  __________		
Main Phone:  _________________________________________________
Website Address:  _____________________________________________
# of Residency Programs:  __________ # of Residents:  ______________
Name(s) of Affiliated Medical Schools: _____________________________	_	
_____________________________________________________________				
Memberships in the AIAMC are institutionally-based; and, as such, membership is available to an unlimited number of individuals.  The job titles on the next page reflect what we believe should be the minimum number of individuals to benefit from membership.  Please feel free to add others based upon the needs and employment structure of your particular hospital/health system.




Individual Members (please mark with an * the individual who will serve as your institution’s primary point of contact with the AIAMC office)
Chief Academic Officer (CAO) or Designated Institutional Office (DIO):
Name:  ______________________________________________________
Title:  _______________________________________________________
Phone:  __________________________  
E-Mail:  ______________________________________________________
VP or Director of Research:
Name:  ______________________________________________________
Title:  _______________________________________________________
Phone:  __________________________  
E-Mail:  ______________________________________________________
Chief Executive Officer (CEO):
Name:  ______________________________________________________
Phone:  __________________________  
E-Mail:  ______________________________________________________
Chief Medical Officer (CMO):
Name:  ______________________________________________________
Phone:  __________________________  
E-Mail:  ______________________________________________________
Chief Quality Officer (CQO):
Name:  ______________________________________________________
Phone:  __________________________  
E-Mail:  ______________________________________________________Please send this completed application, along with your check made payable to:
Alliance of Independent Academic Medical Centers (Federal I.D. #01-0492125)
PO Box 35756 Canton, OH  44735
Attn: Kimberly Pierce Burke, Executive Director
Or Contact Kimberly for a Credit Card Form
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