
S t u d e n t  M e m b e r s h i p  A p p l i c a t i o n

PLEASE TYPE OR PRINT

Name ________________________________________________________________________________          Male  /  Female

ADA (ASDA) Number _________________________________________________________________________________________

Social Security Number ________________________________________________________________________________________

Date of Birth _________________________________________________________________________________________________

Send Correspondence to:

Address ____________________________________________________________________________________________________

City __________________________________________________        State __________ Zip Code_____________________

Telephone _________________________________________ E-mail ___________________________________________

Fax Number to Use ______________________________________   I give the Metro Denver Dental Society (MDDS) permission to fax unsolicited
advertisements regarding the commercial availability or quality of any property and
goods or services including member benefits, services, products, events, continuing
education, and MDDS endorsed products and services of third party providers.

Signature Required for Permission ___________________________________

Expected graduation date ______________________________________________________________________________________

Do you plan to attend an advanced education program after graduation? Yes No

Program Focus:          Endo _____          Pediatric _____          Public Health _____          Prostho _____          Ortho _____

       Oral Path _____          Oral Surg _____          General Practice _____          Other ________________________

Practice Interest          Solo _____          Group _____          Associate _____          Partner _____          Federal _____

       Clinic _____          Employee _____          Other ___________________________________________________

Are / Were you a member of the American Student Dental Association? If so, please list years of membership ____________________

I hereby certify that the information contained herein is true and correct and if subsequently proved incorrect shall be grounds for
disapproval and / or removal. I certify that I will abide by the Principles of Ethics and Code of Professional Conduct and the Constitution
and Bylaws of the ADA, CDA and MDDS, and that failure to abide by such can result in a discontinuation of my membership.

Signature of Applicant ______________________________________________________________ Date _________________
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