
AMERICAN OSTEOPATHIC COLLEGE OF DERMATOLOGY 
P.O. Box 7525, Kirksville, MO 63501 

800-449-2623 --  660-627-2623 fax 
ExecDirector@aocd.org 

 
MEMBERSHIP RENEWAL 

(Please type or print) 
 

Name              
  Last    First    Middle 

AOA #       Social Security #      
 
Office #1 Address            
   Street/P.O. Box  City   State  Zipcode 

Office #1 Telephone     Office #1 FAX      
 
Office #2 Address            
    Street/P.O. Box  City   State  Zipcode 

Office #2 Telephone     Office #2 FAX      
 
Preferred Mailing Address           
    Street/P.O. Box  City  State  Zipcode 
 

E-Mail Address              
 
Home Mailing Address            
 (CONFIDENTIAL)  Street/P.O. Box  City  State  Zipcode 

 
Home Telephone              Spouse       
 (CONFIDENTIAL) 
 
 

 
 Fellow:  D.O., AOBD board certified  (Board Cert. #                  ) $300    
   D.O., ABD board certified (Board Cert. #        ) 
 
 Associate: D.O., trained in AOCD approved residency  $300    
 
 Affiliate: Physician affiliated with practice of dermatology and 
   member in good standing of AOA or AAD  $300    
 
 Resident: D.O. in AOCD approved dermatology residency 
   training program     $  75    
 
 Fellow:  D.O., AOBD board certified and elected as 
   AOCD Fellow      $300    
 

Student: Osteopathic student or intern, and member in good $  25    
Standing in the AOA 

 
ADDITIONAL CONTRIBUTIONS:  AOCD is a not-for-profit organization, contributions are tax deductible. 
 
 KOPRINCE AWARD $  ____________ 
 
 AOCD EDUCATIONAL RESEARCH FUND $ ____________ 
  
  
 
 
 



 
 
RETURN TO: American Osteopathic College of Dermatology 
   P.O. Box 7525 
   Kirksville, MO 63501-7525 
    Via mail, fax – (660) 627-2623, or e-mail ExecDirector@aocd.org 
  
  
 
Payment may be made by check or credit card.  If paying by credit card, please complete the following 
information: 
 
MasterCard _____________                  Visa ____________  (check applicable card type) 
 
Name as it appears on credit card:   
                                                        (PLEASE PRINT) 
 
Credit card #:   
 
Expiration date: __________________________ 
 
Signature:   
 
 
Please mail or fax credit card payment as this is NOT a secure e-mail address. 
  
 
  
 


