I s I International Society
of Interventional Neurology

APPLICATION FOR TRAINEE MEMBERSHIP

Name
First Middle Last
0 Male o Female
ADDRESS INFORMATION — List both home and office addresses and check your preferred mailing address
Home INSTITUTION
Address Institution
Address
City State Zip
City State Zip
Phone
Country
Email Phone
Email
| prefer that correspondence is sent to my: & Home Q@ Office Website

TRAINEE / RESIDENCY PROGRAM

Title of Department / Division

Date of Enrollment Proposed Date of Graduation

Name of Dean / Department Chair (Please Print)

| agree to abide by the Bylaws of the ISIN and any revisions thereof:

Applicant’s Signature Date

I hereby certify that all information recorded on this application and any attached documents are accurate and support my qualifications for membership
with ISIN for which | now apply.



