THE WASHINGTON D.C. DERMATOLOGICAL SOCIETY

President – Florencia Anatelli, M.D.  

Vice-President – A. Yasmine Kirkorian, M.D.

Secretary-Treasurer – Samantha Toerge, M.D.

Administrator   John Garza

P.O. Box 463   Clarksburg, MD 20871

Telephone/Fax: 301-607-6999             email:  washdcderm@msn.com

website:  dcdermsociety.com

________________________________________________________________
Dear Physician,

It was a pleasure to hear of your interest in joining the Washington, D.C. Dermatological Society. Please complete the attached profile sheet and submit it with a copy of the following:

· Curriculum Vitae

· Two letters of recommendation from (active) society members (emails are acceptable) 
· Copy of your Board certification or proof of completion of an approved residency program.

As soon as we receive these items, we will present your application to the membership committee at an upcoming meeting.  It will then be reviewed and submitted for approval.

The information can be emailed to the address listed above.  If you have any questions, please feel free to contact me.

Sincerely,

John Garza

Administrator
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PROFILE SHEET
Instructions:  Please complete the following form and return to John Garza at the above address, fax or email address. 

NAME:    ___________________________________________________________________________     

HOME STREET ADDRESS:    _________________________________________________________      

CITY, STATE, ZIP + 4:    ______________________________________________________________            

HOME TELEPHONE WITH AREA CODE:    ______________________________________________          

PRIMARY OFFICE ADDRESS:    ________________________________________________________          

CITY, STATE, ZIP + 4:    _______________________________________________________________         

BUSINESS TELEPHONE WITH AREA CODE:    ____________________________________________

BUSINESS FASCIMILE TELEPHONE WITH AREA CODE:    _________________________________                                     

SECONDARY OFFICE ADDRESS:    _____________________________________________________

SECONDARY OFFICE TELEPHONE:    ___________________________________________________

SECONDARY OFFICE FASCIMILE TELEPHONE:   __________________________________________

E-MAIL ADDRESS:   ___________________________________________________________________

PREFERRED MAILING ADDRESS CHECK ONE:   

HOME   (       )   PRIMARY OFFICE ADDRESS (        )     SECONDARY OFFICE ADDRESS (      )

Additional Services Available (Please Circle or List )

Dermatopathology       Hair Transplants, Grafting, Scalp Reduction & Flaps       MOHS Surgery               

Phototherapy:            UVA      UVB      PUVA               

Laser Surgery Available (Please be specific)                Languages Spoken                                      

_________________  ___________________             ____________________  ___________________

