
 

ASPS STATE PARTNERSHIP PROGRAM 
REQUEST FOR MEMBER INFORMATION 

 

Society Name:  

Staff Requesting 
Information:  

 Name  Title  

  

 Email  Phone Number 

 

MEMBER INFORMATION  
 
MEMBER #1 

Name:     

Member’s Work/Home State:  ASPS ID:  

 (if known) 

TO BE COMPLETED BY ASPS MEMBERSHIP: 

ASPS Membership Status:  

 
 
MEMBER #2 

Name:     

Member’s Work/Home State:  ASPS ID:  

 (if known) 

TO BE COMPLETED BY ASPS MEMBERSHIP: 

ASPS Membership Status:  

 
 
MEMBER #3 

Name:     

Member’s Work/Home State:  ASPS ID:  

 (if known) 

TO BE COMPLETED BY ASPS MEMBERSHIP: 

ASPS Membership Status:  



 

MEMBER #4 

Name:     

Member’s Work/Home State:  ASPS ID:  

 (if known) 

TO BE COMPLETED BY ASPS MEMBERSHIP: 

ASPS Membership Status:  

 
 
 

Submit completed forms to 
Membership@plasticsurgery.org 

 

Please allow 1 business week after submission for a response.   

mailto:Membership@plasticsurgery.org
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