
 
 
 

FCOT Membership Application 
July 1, 2018 – June 30, 2019 

FCOT MEMBER PROFILE 

Name: ____________________________ Degree(s): _________ 

Preferred Email: _______________________________________ 

Work Phone: _________________ Cell Phone: ______________ 
Preferred Phone:  Work       Cell 

Date of Birth: ___________________ 

Company: ____________________________________________ 

Job Title: _____________________________________________ 

Specialty: _____________________________________________ 

Office Address: ________________________________________ 

____________________________________________________ 

____________________________________________________ 

Home Address: _______________________________________ 

____________________________________________________ 

____________________________________________________ 
Preferred Mailing Address:  Office  Home 

Are you a Fellow of the American College of Surgeons (ACS)? 
 Yes  No     ACS Member #: _________________ 

Are you a member of the Florida Chapter, American College of 
Surgeons (FCACS)?     Yes  No    

 

 

 
 
 
 

 

 
 

 
 

Type of Membership 

 $100   Active Membership – Active membership is open to Fellows of the American College of Surgeons (ACS) 

 $100   Associate Membership – Associate membership is open to medical doctors who are non-Fellows of the ACS 

 $100   Advisory Membership – Affiliate membership is open to healthcare providers in trauma centers and hospitals in 
the State of Florida who are non-physicians 

PAYMENT INFORMATION 

 Check # ______________     Credit Card  
  

Card Number: ______________________________________ 

 VISA  MC  AMEX   Exp. Date ____/____ CVV _______ 

Cardholder Name: ___________________________________ 

Cardholder Signature: ________________________________ 

The Florida Committee on Trauma is a 501(C)(3) organization as determined by 
the IRS. Dues to the FCOT are not deductible for federal income tax purposes 
as charitable contributions, however may be deductible as “ordinary and 
necessary” business expenses. Please check with your tax advisor. No portion 
of dues are used for advocacy or lobbying purposes.  

By joining FCOT, you agree to opt-in to receive all phone, fax, email, and other 
electronic communications sent by FCOT. To opt out of receiving these 
communications, please check here.  

Please make payable to: 
Florida Committee on Trauma 

Asst./Admin Name: _____________________________________ 
Phone: ________________ Email: _________________________ 

License Number: _________________________ Year: ________ 

Practice Type:  Academic  Group Practice  Hospital  
 Military  Other ___________________________________ 

How did you hear about the FCOT: _________________________ 

_____________________________________________________ 

_____________________________________________________ 
 

 
 
 
 

 

 
 

 
 

 
 
 

Florida Committee on Trauma 
6816 Southpoint Pkwy., Suite 1000 

Jacksonville, FL 32216 
Ph: 904-309-6263 

www.floridacot.org • contact@floridacot.org  


