
• Access to the online membership directory

• Advance annual meeting mailings,

dramatically lower registration rates, andexclusive access to members-only hotels

Submission Information:  Applications 
should be sent to the ASH Membership Department at the address or fax number listed above.

 When submitting your completed application, 
make sure to include:

1. A letter from your Training Program
Director certifying that you are a post-
doctoral fellow or trainee, indicating the
type of program, and specifying the
expected completion date

2. Your curriculum vitae (CV)

Application Review:  Associate 



MAILING OPTIONS     
�R I would like to opt out of appearing in the online membership directory.

�R I would like to opt out of receiving third-party mailings.
(Please note: ASH only makes its membership list available for conference announcements and mailings regarding
grant opportunities, prescription information for FDA approved drugs, and educational courses and publications.)

ACADEMIC QUALIFICATIONS
University, College, or Institution 	 Degree	 Year Awarded
__________________________________________________________________________ _________________

__________________________________________________________________________ _________________

Post-Doctoral Training (Internship, Residency, Fellowship):

Institution Title Location Date
______________________________ ________________________	 _________________ _________________

______________________________ ________________________	 _________________ _________________

______________________________ ________________________	 _________________ _________________

Please list all professional societies of which you are a current member: _______________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Current Training Program:_
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