
MEMBERSHIP APPLICATION 
SOCIETY OF INTERVENTIONAL RADIOLOGY 

3975 Fair Ridge Dr., Suite 400 North, Fairfax, VA 22033 • (703) 691–1805; FAX (703) 691–1855 • Email: membership@SIRweb.org 

�
Categories of Membership 

�
Active Membership 
For individuals who have a special interest and competency in interventional radiology and are certified by 
the American Board of Radiology or other boards that are deemed of equivalent rank. 

�
Associate Membership 
For individuals whose special qualifications are deemed valuable to the Society, but who do not qualify as 
an active member, member-in-training, or corresponding member categories. 

�
Clinical Associate Membership 
For non-physician members of the medical profession who have a special interest and competency in 
interventional radiology, including, but not limited to, physician assistants, nurse practitioners, radiologic 
technologists and paramedical professionals. 

�
Corresponding Membership 
For individuals who reside and practice interventional radiology outside of the United States 

�
Medical Student Membership 
For individuals currently enrolled in medical school who have a special interest in interventional radiology. 

�
Member-in-Training Membership 
For individuals who are currently in formal radiologic training, either as a fellow-in-training in vascular 
and interventional radiology, a resident in a radiology residency training program, or are currently graduate 
students and post-doctoral students who have a primary interest in interventional radiology research. 

�
�

Military/Public Health Membership 
For individuals who qualify for Active Membership and provide proof of active duty in the military or 
proof of employment by one of the 10 public health service agencies and programs listed on: 
http://www.hhs.gov/about/index.html#agencies 
Agencies in HHS 

DAdministration for Children and Families (ACF) 

DAdministration on Aging (AoA) 

DAgency for Healthcare Research and Quality (AHRQ) 

DAgency for Toxic Substances and Disease Registry (ATSDR) 

DCenters for Disease Control and Prevention (CDC) 

DCenters for Medicare & Medicaid Services (CMS) 

DFood and Drug Administration (FDA) 

DHealth Resources and Services Administration (HRSA) 

DIndian Health Service (IHS) 

DNational Institutes of Health (NIH) 

DSubstance Abuse and Mental Health Services Administration (SAMHSA) 
�

Scientist Membership 
For non-physician scientists which may include individuals whose primary interest is in basic or clinical 
research as it pertains to Interventional Radiology. Scientist members are required to have a Master’s 
Degree, PhD or equivalent degree. The scientist must show proof of a primary research interest in 
interventional radiology, including a percentage of time spent in basic research endeavors vs. clinical 
research. 
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MEMBERSHIP APPLICATION 
�

SOCIETY OF INTERVENTIONAL RADIOLOGY 
3975 Fair Ridge Dr., Suite 400 North, Fairfax, VA 22033 • (703) 691–1805; FAX (703) 691–1855 • Email: membership@SIRweb.org 

�

*APPLICATION FOR (Please Check) 

Active Member 
Corresponding Member 
Associate Member 
Scientist Member 
* Please see page one for descriptions 

PLEASE TYPE OR PRINT 

�
Fellow-in-Training 
Resident-in-Training 
Scientist-in-Training 

�

�
�
I GENERAL INFORMATION 

IMPORTANT NOTICE 
pplication will not be consider 
unless all sections are complete 

and all supporting documentation 
has been received by the SIR 

Membership Committee. 

�

1. FULL NAME: � � � � GENDER M or F 2. BIRTH DATE: 
�

/     / 

� LAST FIRST MIDDLE DESIGNATION (MD, DO, PhD, OTHER) PLEASE CIRCLE � MO DAY YEAR. 

3. OFFICE ADDRESS: 
�
�
�
�
�
�

4. HOME ADDRESS: 

�
HOSPITAL WORK PHONE WORK FAX 

DEPARTMENT  STREET 

CITY, STATE, ZIP CODE COUNTRY EMAIL ADDRESS 

STREET HOME PHONE HOME FAX 

CITY, STATE, ZIP CODE     COUNTRY 

�
5. MAIL TO BE SENT TO? (check one) OFFICE HOME 

�
�
�

II EDUCATION 
�

1. UNDERGRADUATE: �
SCHOOL CITY STATE 

/ / 
GRAD. DATE 

�
DEGREE 

�
2. OTHER GRADUATE: 

�
3. MEDICAL SCHOOL: 

�
�
SCHOOL CITY STATE 
�
�
SCHOOL CITY STATE 

�
/ / 

GRAD. DATE 
�

/ / 
GRAD. DATE 

�
�
DEGREE 
�
�
DEGREE 

�

�
�
�

III PROFESSIONAL TRAINING 
�

1. TYPE �
PROGRAM DIRECTOR FROM TO 
�

�
HOSPITAL CITY STATE ZIP CODE 

�
�
�

RESIDENCY(IES) (IF APPLICABLE) 
�

2a. SPECIALTY 
�
�
�
�

2b. SPECIALTY 

�
PROGRAM DIRECTOR FROM TO 
�
�

HOSPITAL CITY STATE ZIP CODE 

PROGRAM DIRECTOR 

�
HOSPITAL CITY 

FROM 

STATE 

TO 

�
ZIP CODE 



FELLOWSHIP IN CARDIOVASCULAR & INTERVENTIONAL RADIOLOGY (IF APPLICABLE) 
�

3a. SPECIALTY �
PROGRAM DIRECTOR 

�
HOSPITAL CITY 

FROM 

STATE 

�
TO 

�
ZIP CODE 

�
�
�

IV SPECIALTY BOARD CERTIFICATION/RADIOLOGICAL QUALIFICATIONS 
�

PHOTOCOPY OF BOARD CERTIFICATION MUST BE ATTACHED TO THIS APPLICATION. 
�

1. �
BOARD CERTIFICATION/QUALIFICATION NAME OF SPECIALTY BOARD YEAR OF CERTIFICATION 

2. 
BOARD CERTIFICATION/QUALIFICATION 

�
NAME OF SPECIALTY BOARD 

�
YEAR OF CERTIFICATION 

�
�

V CERTIFICATE OF ADDED QUALIFICATION (not required for membership) 
�

SPECIALTY DATE RECEIVED 
�
�
�

VI PROFESSIONAL SOCIETIES 

AMA 

RSNA 

CIRSE 

AHA 

ACC 

�
ACR 

AVIR 

ASITN 

JSIR 

Other: 
�
�
�

VII OTHER QUALIFICATIONS 
REMARKS CONCERNING SPECIAL QUALIFICATIONS OR RELEVANT DATA NOT INCLUDED ABOVE 

�
�
�
�
�
�
�
�
�
�
�
�

VIII MEMBER APPLICANTS ONLY 
COMPLETE SECTION A OR B ONLY IF YOU ARE APPLYING FOR ACTIVE, 
ASSOCIATE, CLINICAL ASSOCIATE OR CORRESPONDING MEMBER STATUS 

�
A. Complete this section ONLY if you HAVE completed a Fellowship or additional training in angiography and interventional radiology. 

A letter of recommendation is required from your Fellowship Program Director. 

�
�

NAME OF FELLOWSHIP PROGRAM DIRECTOR 
�

�
B. Complete this section ONLY if you HAVE NOT completed a Fellowship or additional training in angiography and interventional radiology. 

Letters of recommendation are required from 2 sponsors (must be current SIR members) . 

�
�

NAME OF SPONSOR 

NAME OF SPONSOR 



IX MEMBER-IN-TRAINING APPLICANTS ONLY 
�

�
COMPLETE THIS SECTION ONLY IF YOU ARE APPLYING FOR MEMBER-IN-TRAINING STATUS 

1. A letter of recommendation is required from your Program Director. (use attached forms). 
�
�

NAME OF FELLOWSHIP PROGRAM DIRECTOR/RESIDENCY PROGRAM DIRECTOR (if you are currently a resident) 

�
�

X MEMBERSHIP DUES PAYMENT 
Term: July 2011 – June 2012 

FULL DUES PAYMENT MUST BE INCLUDED WITH YOUR COMPLETED APPLICATION. SIR MEMBERSHIP DUES ARE PRORATED 
BASED ON FISCAL QUARTERS. PLEASE ENCLOSE A CHECK IN THE AMOUNT OF THE SIR MEMBERSHIP DUES YOU WILL  

OWE, OR A CREDIT CARD NUMBER AND EXPIRATION DATE TO BE CHARGED ONCE THE APPLICATION PROCESS IS COMPLETE. 
PLEASE REFER TO THE CHART BELOW TO DETERMINE THE AMOUNT OF YOUR DUES: 

�

Member Type 
�

Active 

July 1 – Sept. 30 
�

$685.00 

Oct. 1 – Dec. 31 
�

$513.75 

Jan. 1 – March 31 
�

$342.50 

April 1 – June 30 
�

$171.25 

Associate $555.00 $416.25 $277.50 $138.75 

Clinical Associate $325.00 $243.75 $162.50 $81.25 

Corresponding $280.00 $210.00 $140.00 $70.00 

Fellow-in-Training $50.00 $37.50 $25.00 $12.50 

First Year Attending $350.00 $262.50 $175.00 $87.50 

Medical Student $25.00 $18.75 $12.50 $6.25 

Military / Public Health $440.00 $330.00 $220.00 $110.00 

Resident-in-Training $50.00 $37.50 $25.00 $12.50 

Scientist $325.00 $243.75 $162.50 $81.25 

Scientist-in-Training $50.00 $37.50 $25.00 $12.50 

�
CHECK ENCLOSED (made payable to SIR) 
PLEASE CHARGE MY: Visa Master Card American Express 

�
�

CARD NUMBER EXPIRATION DATE 

�
CARD HOLDER NAME (PLEASE PRINT) SIGNATURE 

�
�

MAKE SURE YOU HAVE INCLUDED THE FOLLOWING WITH YOUR MEMBERSHIP FORM: 
�

(Please Check) CURRICULUM VITAE PHOTOCOPY OF YOUR BOARD CERTIFICATE OR EQUIVALENT 
�
�
�
�

SIGNATURE OF APPLICANT DATE 

�
Please note: Your signature allows the membership committee to contact the references included with this application. 

�
�

ALL REQUIRED INFORMATION MUST BE RECEIVED BEFORE APPLICATION IS PROCESSED 
Please mail your completed application and have appropriate sponsorship recommendation letter(s) forwarded directly to: 

�
SOCIETY OF INTERVENTIONAL RADIOLOGY 

c/o MEMBERSHIP COMMITTEE 
3975 Fair Ridge Dr., Suite 400-NORTH, Fairfax, VA 22033 

(703) 691–1805 • FAX (703) 691–1855 
Email: membership@SIRweb.org 



SIR Membership/Fellowship Recommendation 
�

3975 Fair Ridge Dr, Suite 400-NORTH, Fairfax, VA 22033 • (703) 691–1805; FAX (703) 691–1855 • Email: info@sirweb.org 
�

Person completing recommendation letter is a: 
�

Date:    

PLEASE TYPE OR PRINT 

    MEMBER     PROGRAM DIRECTOR 
�
�

To: Membership Committee/Fellows’ Affairs Committee 
Society Interventional Radiology (SIR) 
3975 Fair Ridge Dr., Suite 400 NORTH 

Fairfax, VA 22033 

�
RE: MEMBERSHIP APPLICATION OF: 

�
APPLICANTS NAME: 

�
SPONSOR'S GENERAL INFORMATION 

�
1. FULL NAME: 

�

�
3. OFFICE ADDRESS: 

�
LAST FIRST MIDDLE DESIGNATION (MD, DO, PhD, OTHER) 

2. BIRTH DATE: �
MO. 

/ 

DAY 

/ 

YEAR 

HOSPITAL WORK PHONE WORK FAX 

DEPARTMENT  EMAIL  

STREET CITY STATE ZIP CODE 
�

�
RECOMMENDATION FOR (Please Check) 

�
�  (check one) _ Member (all categories) _ Fellow (all categories) _ In-Training 

�
I would like to recommend the applicant for membership in the SIR. To the best of my knowledge, the applicant: 

�

�
�  (check one) 

�
  applicant completed an Interventional Radiology Fellowship Program 

�
HOSPITAL PROGRAM NAME DATE OF COMPLETION 

�
�
�

   applicant DID NOT COMPLETE an Interventional Radiology Fellowship Program 
�
�
�

applicant is CURRENTLY ENROLLED in an Interventional Radiology Fellowship Program 
�

HOSPITAL PROGRAM NAME EXPECTED DATE OF COMPLETION 
�
�
�

   applicant is CURRENTLY ENROLLED in a Radiology Residency Program 
�

HOSPITAL PROGRAM NAME EXPECTED DATE OF COMPLETION 
�
�
�

   I do not know if applicant has completed or is currently in a postgraduate fellowship training program in cardiovascular and interventional 
radiology or if applicant is enrolled in a radiology residency program. 

�
�
�

Please fill out side 2 continued 



Continued SIR rrembe.rship/ ellowsh p Recommendation 
�

PLEASE BE SURE TO Fll.-L OUT THIS SECfiON. 
�
I further feel that this applicant would be a valuable rrember of SIR tor thefollowing reasons: 

�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
Print Name------------------Signature---------------- 


