
OHIO ACADEMY OF MEDICAL HISTORY - MEMBERSHIP APPLICATION 
 
Please print this form and fill in your name and address as you wish it to appear  
on mailings and in the directory. Mail to: Ohio Academy of Medical History 
                                                                 c/o Dittrick Medical History Center 
                                                                 11000 Euclid Avenue
                                                                 Cleveland, OH 44106-1714 
 
Circle one: 
Dr. Mr. Miss. Mrs. Ms.___________________________________
 
Address:_________________________________________________________  
               
________________________________________________________________ 
 
 ________________________________________________________________ 
              
________________________________________________________________ 
 
Phone: _______________________________ 
 
E-mail: _______________________________ 
 
Please enclose a check for $10.00 payable to 
Ohio Academy of Medical History 
 
Send to: 
Ohio Academy of Medical History 
c/o Dittrick Medical History Center 
11000 Euclid Avenue 
Cleveland, OH 44106-1714 
 
 
 


