
UNIVERSITY OF THE EAST RAMON MAGSAYSAY MEMORIAL 
MEDICAL CENTER ALUMNI ASSOCIATION MARYLAND 

VIRGINIA DISTRICT OF COLUMBIA CHAPTER  
 

MEMBERSHIP APPLICATION FORM  
 
 

LAST NAME: _____________________________________________________  

FIRST NAME:_____________________________________________________ 

MAIDEN NAME:__________________________________________________  

 
YEAR OF GRADUATION:_________________________________  

SPECIALTY OF PRACTICE (If Applicable):_____________________________  
 
Contact information: (Indicate which is the preferred means of communication)  
HOME ADDRESS:__________________________________________________ 

HOME TELELPHONE NUMBER:_____________________________________ 

 
OFFICE ADDRESS:_________________________________________________  

OFFICE TELEPHONE NUMBER:_____________________________________ 

FAX NUMBER:____________________________________________________  

Would you like your office information published in the Chapter website:  

Y ____           N  ____ 
 

OTHER CONTACT NUMBERS: ______________________________________ 

EMAIL ADDRESS:__________________________________________________  

 
SPOUSE (If Applicable):______________________________________________  
 
SPECIAL INTERESTS/TALENTS YOU CAN SHARE WITH THE ALUMNI CHAPTER 

:__________________________________________________________________  

 
 

Please send the form and  
a $25 membership fee (checks addressed to UERMMARVADC) to 

 NATHALIE BERNABE QUION M.D.  
1100 Rector Lane, McLean, VA 22102  

Or electronically to: membership@uermmarvadc.org  
 
Membership2008 
 


