
Return completed application to MDA / 3340 American Ave / Jefferson City MO 65109 / Fax 573.635.0764 / For questions call 573.634.3436 

A P P L I C AT I O N  F O R  AFF I L IATE  M E M B E R S H I P

A F F I L I AT E  M E M B E R S H I P  I S  AVA I L A B L E  I N  T H E  M I S S O U R I  D E N TA L  A S S O C I AT I O N  
TO  A N Y  D E N T I S T  W H O  I S  A N  AC T I V E  M E M B E R  W I T H  A N OT H E R  S TAT E  A S S O C I AT I O N

About You	

Last Name						     First Name							      MI

ADA #						      SSN #					        Male     Female

Are you currently a member of the ADA? 	    Yes	    No	 If so, which state association do you belong to?				     

Birthday (MM/DD/YY)				    Spouse Name				    Is spouse a dentist ?	    Yes	    No 
Note: You are encouraged to send us your picture so that we may include it in our membership database. This may be emailed to info@modental.org.

Contact Information

I prefer to have all correspondence (dues invoices, meeting registration, publications) sent to my 	    Home	   Primary Office

Practice Name

Practice Website

Primary Office Address

City											           State		  Zip

Phone							       Fax

Secondary Office Address

City											           State		  Zip

Phone							       Fax

Home Address

City											           State		  Zip

Phone							       Fax

Primary Email	 					     Alternate Email
Note: Email addresses are not provided to any outside organizations or businesses. Your practice website will be included in “Find a Dentist” on modental.org.

Education

Dental School						      Degree    DDS    DMD		  Graduation Date

Residency/Masters Program					     Degree				    Graduation Date

Specialty		    General Practice	   Endodontics	   Pediatrics	   Periodontics 	   Public Health 	   Prosthodontics 	
			     Orthodontics 	   Oral Pathology 	   Oral Surgery 	   Oral Radiology 	   Other

Practice Type		   Solo		    Group		   Partnership 	   Associateship	   Faculty		

			     Community Health Clinic		    Federal Dental Service		    Other

Referral		  Did another doctor invite/encourage you to join the MDA? If so, please tell us who so we can say thank you.

Name							       Practice Location

Payment

Affiliate Membership dues are $100.00 per calendar year

  Please find my check enclosed	   Please charge my dues to the following 	   Visa 	   MasterCard 	   Discover

Card # 									         Expiration Date		  CSV

Application Signature
I hereby apply for affiliate membership in the Missouri Dental Association. I certify that I am at present a member with                                                   state association;
and further that if accepted for membership I will refrain from unethical practice.

Signature											           Date


