
Southeastern Society of Pediatric Dentistry  

Membership Application 

Applicant Information 

                  Regular          Associate        Affiliate         Student 

Mailing Address (to be listed in directory) 

 

First Name _________________________              Last Name ________________________________ 

Address      _________________________________________________________________________ 

                     City ____________________            State __________________   Zip _______________ 

Phone Number including area code: ____________________________ 

Fax Number including area code:   ______________________________ 

E‐mail Address ___________________________________________________________________ 

                   Spouses name __________________________________ 

 

The following are required as conditions of membership: 

Are you a member of the American Academy of Pediatric Dentistry?      Yes     No 

Are you engaged in the exclusive practice or teaching of pediatric dentistry?     Yes      No 

In which state do you practice? 

PROFESSIONAL TRAINING (state month and year): 

 

 

 

Res 

 

 

 

                       

 

 

                      Residency/Postgraduate Programs Attended:  From: To: 


