
 
 
 

Membership Application/Renewal  
2009-10 

 
Name    _____________________________________________________________________________ 

Address_____________________________________________________________________________ 

____________________________________________________________________________________ 

Organization_________________________________________________________________________ 

Telephone  _____________________             Email _________________________________________ 
 
Membership Levels: 
 
(  ) $500 and above – Patron     (  ) $50 – Supporter   
(  ) $250 – Friend     (  ) $35 – Member   
(  ) $100 – Sustainer       (  ) $20 – Students and House Officers  
 
If you have already paid for your membership, thank you.  Any additional donation will further help 
to support this year’s programs. 
 
Pay dues online. Log on to www.collegeofphysicians.org   and follow the “PAY DUES 
ONLINE” link  
 
Enclosed is my check for $________________.   Please make check payable to “Section on Medical 
History, CPP.” 
 
Please charge my VISA       Master Card   
Card #___________________________________________________________________________ 
 
ExpirationDate____________________________________________________________________ 
 
Signature_________________________________________________________________________ 
 
If cardholder’s name is different from member’s, please indicate here:  
 
_________________________________________________________________________________  
 
 
Mail to: Section on Medical History 

The College of Physicians of Philadelphia 
19 South 22nd Street 
Philadelphia, PA 19103-3097     
Attn: Sofie Sereda 

 
 
If you have any questions, please contact Sofie Sereda at 215-563-3737, ext. 232 or sereda@collphyphil.org. 


