American Military Medical Impressions, Inc.
New Membership Application
Name:____________________________________________      Date_____________

Street Address:_________________________________________________________

City: _______________________  State: ______________________ Zip: __________

Home Phone:
______________________
Date of Birth: _______________________

Work Phone:_____________________    E-mail address:_______________________

Emergency Contact: Name, Relationship and Phone number: 
________________________________________________________________________

Health Problems: ________________________________________________________

________________________________________________________________________

(This information is only requested so that in the event you have a medical emergency at an event we can fully inform emergency personnel of you medical status)

Previous Living History Experience:________________________________________

_______________________________________________________________________

Medical Training (not required for membership)  ____________________________
_______________________________________________________________________

Impression interested in:  __ Nurse   __ Technician    __ Doctor

Briefly state why you want to join AMMI____________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date:________________________  $25 Dues Attached: ________________







(Payable to AMMI)
Signature:_____________________________________

Please mail to:

AMMI

c/o Michael Leigh
1905 Whetstone Ct.

Frederick, MD 21702
