
 Wyoming Medical Society.

Name: _______________________________________  Specialty: _____________________  MD/DO: ________________

Practice Name: _________________________________________________  Office Manager: ________________________

Practice Address: ________________________________ City: _________________State: _________ Zip: ______________

Practice Phone: _______________________________ Fax: ____________________________________________________ 

Home Address: _________________________________  City: _________________ State: _________ Zip: _____________

Home Phone: _______________________________ E-mail: ___________________________________________________

I prefer to be contacted by:      Mail o     Phone o     Fax o     Email o            At:  Home o    Office  o

Medical Education: _________________________________________  ME#: _____________________________________

Wyoming License Number and Date Obtained: ______________________________________________________________

Please list the names of two physicians as references:
_______________________________________________________________________

_______________________________________________________________________

Please Return to:
Wyoming Medical Society  P.O. Box 4009  Cheyenne, WY  82003

Phone: 307-635-2424     Fax:  307-632-1973     E-mail:  info@wyomed.org 
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