
SoCRA MEMBERSHIP APPLICATION 
 

ACTIVE MEMBER: 
Clinical Research Professional Engaged in Clinical Trials 
 

Register On Line at www.socra.org see “Membership” 

     PLEASE 
   INDICATE 
   INTEREST 
    AREAS 
� Anesthesia 
� Cardiovascular 
� Clinical Trials 
� CNS 
� Critical Care 
� CRO 
� Dental 
� Dermatology 
� Devices 
� Emergency 
     Medicine 
� Endocrinology 
� GI 
� Hematology 
� ID/AIDS 
� Internal 
     Medicine 
� IRB / 
    Regulatory 
� Mental Health 
� Neurology 
� Oncology 
� Ophthalmology 
� Osteoporosis 
� Pediatrics 
� Pharmaceutical 
� Radiation 
    Oncology 
� Rheumatology 
� Statistics 
�Transplant 
� Urology 
� Vaccines 

 

Membership dues: $75 U.S./year   
     
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 I DO NOT wish to be listed in/have access to the On Line Directory  (Check)  ___  

Membership application for   Dr. ____ Mr. ____ Ms. ____ Mrs. ____ 
 
Name ________________________________________________ 

(First, Middle Initial, Last, Degrees, Certifications) 
 

Title ________________________________________________ 
 
Company / affiliation ____________________________________ 
 
Department __________________________________________ 
Preferred Office _____ Residence _____  
 

Postal address _________________________________________ 
 
City _______________________ State/Postal area ______ 
 
Zip/mail code _________________ Country ____________ 
 
Ph ________________ Fx ______________ Alt _______________ 
 
E-mail ________________________________________________ 

 
SoCRA is an educational and charitable non-profit corporation 

Federal Tax ID # 61-1208981 
However, Your dues are not tax deductible as a charitable contribution 
 Please refer to this brochure for member benefits 
 
Register On Line at www.socra.org see “Membership” 
If you are submitting payment by credit card, please complete the 
following and mail or fax to SoCRA.  
 
AMEX ________ VISA _____ M/C _____    Expiration date _____/_____  
Amount $ 75 
 
Account number _______________________________________________________ 
 
Cardholder Signature ___________________________________________________ 
 
Please make your check payable to “SoCRA” (Specify US Funds) and mail this 
application with your signed SoCRA Ethics Statement to: 

 

SoCRA 
530 West Butler Avenue  - Suite 109, Chalfont, PA 18914   U.S.A. 
Phone 800 762 7292 or +1 215 822 8644 Fax +1 215 822 8633   

www.SoCRA.org e-mail SoCRAmail@aol.com 

 

http://www.socra.org/

