
LIFE MEMBERSHIP APPLICATION 

RETURN TO:  POMA c/o Membership • 1330 Eisenhower Blvd. • Harrisburg, PA 17111  • PH (717) 939-9318 

                         Membership@POMA.org • FAX (717) 939-7255 

 

PERSONAL INFORMATION 

NAME:  ____________________________________________ AOA# __________________________________ 

OFFICE ADDRESS: __________________________  HOME ADDRESS: __________________________ 

     ___________________________                                                        ___________________________ 

     ____________________________                                                      ____________________________ 

                      (PH) _____________________________                                         (PH) _____________________________ 

EMAIL: _______________________________________  PHONE: _____________________________________ 

DATE OF BIRTH: _____________________    

ELIGIBILITY 

Eligibility: Any active member in good standing who: 

A. has reached the age of seventy (70), whether or not retired; or 

B. has reached the age of sixty (60), has fully retired and no longer practices medicine in any capacity; 

C. and provided that in either case the individual has been a member in good standing of the Association for thirty 

(30) consecutive years immediately preceding 

REASON 

RETIREMENT DATE: _________________________________________ 

DISABILITY/OTHER (please explain) : __________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________   

 

(Continues on the back) 
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Do you intend to maintain an active license to practice medicine?     YES      NO     ACTIVE-RETIRED LISCENSE 

Do you intend to practice medicine in any capacity?     YES      NO 

If Yes, please explain?  

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________   

If I am accepted as a life member of the Pennsylvania Osteopathic Medical Association, I promise to comply with its Constitutions, 

Bylaws and the principals embodied in its Code of Ethics.  

SIGNATURE: _______________________________________                                DATE_______________________ 

 

 

Thank you for your submission. The application will be brought before the POMA Membership committee for review.  

If needed, the committee will contact you for more information.  Life memberships need to approved or unapproved by the POMA 

membership committee and the POMA Board of Trustees.  

The committee will contact you upon completion of this process.  
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