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             Minnesota Association of Medical Staff Services
           Application for Initial and Renewal of Membership 
NOTE: Membership Year: January 1 – December 31.
Name: ______________________________________          Title:  ___________________________________
Employed by: ______________________________________________________________________________

___ I am applying for membership 
___ My employer has not changed since my last renewal  

___ My position has not changed since my last renewal

Employer Address __________________________________________________________________________ 
City/State/Zip _____________________________________________________________________________   
Direct Phone # (      ) _________________Fax # (      ) _____________Email:___________________________
Name of County:  ______________________ Month and Day of birth:    Month _______ Day _____________

Description of Present Duties ________________________________________________________________

_________________________________________________________________________________________
Department you report to (choose one)

___ Credentialing Dept ___ Medical Staff Services  ___ Business Office 

___ Other - Please list: ______________________________________________________________________
Number (approx) of staff you credential:  ___Medical Staff    ___AHP  ___Other:_______________________
My employer is accredited by: ___ Joint Commission ___ Medicare Certification ____ NCQA ___ Other
Meetings you are interested in attending: ___ MAMSS ___ NAMSS ___ South Region ___ North Region
___Central Region ___Metro Region
Other state(s), etc. Please list:________________________________________________________________
Committee(s) you are willing to serve on: ___ Education ___ Nomination ___ Bylaws ___ Membership

Mentor:  Would you be interested in having a mentor?  ______ Certification ____ New Member

   Are you interested in being a mentor?  _______ Certification _______ New Member

I hereby apply for    (     )    Initial Membership   (     )   Membership Renewal 
Signature __________________________________________   Date _________________________________
MAMSS Initial / Renewal fee:    $35.00 
Please make check payable to:   MAMSS
Please mail completed form and check to:


Allison Peterson 

Medical Staff Coordinator 

River Falls Area Hospital 

1629 East Division Street

River Falls WI 54022     
For further information on joining the National Association of Medical Staff Services (NAMSS), please view their website at http://www.namss.org
Check out our website at http://www.namss.org/StateAssociations/StateWebsites/Minnesota/tabid/215/Default.aspx


