
Demographic & Professional Information

Name: ________________________________________   ________________________________  ________________
 Last (Family Name) First Name Middle Name

 DO    MD    PhD    Other Degrees: __________________________ Date of Birth_____/_____/19_____

   
MM DD YY

FELLOW STATUS APPLICATION
 Fellow    International FellowApplication Must Be Typed or Printed Clearly

Gender:  Male    Female       Ethnicity:  African American    Asian    Caucasian    Hispanic    Native American

National Provider Identifier (NPI): _____________________________________________________________________

Phone:  ______________________________  Email: __________________________________________________

Type of Practice:
 Government/Military  Hospital Staff  Industry  Medical School Faculty
 Group Practice – multi-specialty  Group Practice – single-specialty  Research  Solo Practice

Address Information
Preferred mailing address:  Home    Office	 Preferred billing address:  Home    Office

Office Name: _______________________________________________________________________________________

 Office Address: ______________________________________________________________________________

 City: ___________________________  State: _______ Zip: ______________ Country: _____________

Home Address: _____________________________________________________________________________________

 City: ___________________________  State: _______ Zip: ______________ Country: _____________

Education Information (Please include the country if outside the US)

Undergraduate School Name: ___________________________________________________________________________

Area of Study: _______________________________  Degree: _____________ Start Year: ________  End Year: ________

Graduate School Name: _______________________________________________________________________________

Area of Study: _______________________________  Degree: _____________ Start Year: ________  End Year: ________

Postgraduate School Name: ____________________________________________________________________________

Area of Study: _______________________________  Degree: _____________ Start Year: ________  End Year: ________

Medical School Name: ________________________________________________________________________________

Area of Study: _______________________________  Degree: _____________ Start Year: ________  End Year: ________

Residency Program Name: _____________________________________________________________________________

Area of Study: ____________________________________________________ Start Year: ________  End Year: ________

Fellowship Program Name: ____________________________________________________________________________

Area of Study: ____________________________________________________ Start Year: ________  End Year: ________

Certification Information
I	am	certified	in	(provide	the	year	of	certification):	  Allergy/Immunology: ________   Internal Medicine: _________

 Pediatrics:_______    Other (include year): _________________________________________________________



Disclosures
Have you ever been the subject of any disciplinary action by a State or Local Medical Society, or by a Medical Licensing Body?  

 Yes   No
Have you ever had your hospital privileges or license suspended or revoked?   Yes   No
If you answered yes to either of the above, please provide an explanation in an accompanying letter to the AAAAI.

A
A

A
A

I-0916-339

Additional Application Information
LETTER OF INTENT: All applications must be accompanied by a letter of intent from the applicant. This letter should be 
signed and dated and should include a statement describing your work within the specialty and your interest in AAAAI.

CV: All applicants must include a copy of their current CV with their application, which should, at a minimum, contain::
•	 A complete educational history
•	 Allergy/immunology or other relevant professional society memberships
•	 AAAAI or other allergy/immunology meetings attended in the last 3 years
•	 Current teaching responsibilities including CME courses taught, conferences given, or evidence of providing 

continuing education in topics of allergy/ immunology
•	 Current list of publications

SPONSOR: You are responsible for requesting a recommendation from one (1) current Fellow of the AAAAI. 
Note: incomplete applications will only remain on file for one (1) year. After that time, all application materials will be discarded.

From the Bylaws 
Fellow status is open to individuals who have been a full member of the organization for a period of three (3) continuous 
years;	and	fulfill	the	following	criteria:

1. Certification	by	a	Subspecialty	Board,	the	American	Board	of	Allergy	and	Immunology	or	its	foreign	equivalent;
2. Continuing	training	and	experience	in	the	field	of	allergy/immunology,	including	regular	attendance	at	the	annual	

meeting of the organization or another recognized international, national, regional or state meeting of persons in 
such	field,	and	ongoing	practice,	research	or	teaching	in	the	field	of	allergy/immunology.

In	lieu	of	Board	Certification,	the	candidate	must	have	earned	a	doctoral	degree	and	fulfill	at	least	two	of	the	following	
criteria.

a. Recent	publication	of	an	article	in	a	peer-reviewed	journal	in	the	field	of	allergy/immunology	or	a	related	field	
or an allied discipline which evidences original research, sound clinical investigation or advances and important 
discussion	of	the	work	of	others	in	such	field	or	discipline;

b. Evidence of an ongoing commitment to teaching the principles and practice of allergy/ immunology to house 
staff, medical students or fellows in training; 

c. Providing	ongoing	continuing	education	opportunities	in	the	field	of	allergy/immunology	to	other	health	care	
providers through lectures, rounds, case presentations or the like. 

International Fellowship applicants, must reside outside the US, its possessions or Canada, and meet all other requirements.

Fellowship Information
Fellow Dues  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$475.00/year
International Fellow Dues . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .$356.00/year 
Some	of	the	valuable	benefits	of	Fellow	status	include:

•	 Complimentary subscriptions to The Journal of Allergy and Clinical Immunology (JACI) and The JACI: In Practice
•	 Listing in the AAAAI online “Find an Allergist/Immunologist” Directory
•	 Annual Meeting early registration and exclusive discounts
•	 Special pricing on a variety of public education materials
•	 Full access to the “Members Only” section of the AAAAI website
•	 Practice management resources and guidance; including coding assistance
•	 Educational assistance for the ABAI and other allergy/immunology related programs

Congratulations on taking the first step to AAAAI Fellow status!

Return this form by mail, fax or email (PDF) to: 
AAAAI, Membership Services, 555 East Wells Street, Suite 1100 • Milwaukee, WI 53202 

Fax: (414) 272-6070 • E-mail: membership@aaaai.org

www.aaaai.org/fellowship
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