Dear Program Director:

Your student has applied for Student Membership in the American Association of Physicists in Medicine (AAPM) which requires you to certify the following statement.

Please return the information below in one of the following ways:

Email: membership@aapm.org
FAX: 301-209-0862

Postal Mail:

AAPM Membership Department

One Physics Ellipse

College Park, MD 20740-3846

I am writing on behalf of (Name of Student)                                    to certify that this student is (check one) [  ] a Graduate Student on a full- or part-time basis in a medical physics program 
or 
[  ] an Undergraduate Student in an academic program in science, engineering or a related field program.
Program Director Signature:

Printed Name: 

Date:

University: 

Department:

Address:

Phone Number: 

Are you an AAPM Member?

