
Associate Membership 
Application

Name: 

Birth Month/Day/Year

Phone

e-mail Address

Mailing address

City						 State				 Zip

State Dental Society Membership

Signature of Applicant								 Date		

    Credit Card Number						 Expiration Date

    Billing address

    Credit Card Security Code:											

Last					 First					 Middle

ADA #

Membership Fee: $50. Tripartite membership in your state is required to join ISDS as an associate member.
Please fill out the application below and mail to ISDS. You may include a check or your credit card information.

Please return to:
Illinois State Dental Society
3100 Montvale Drive
Springfield IL 62704
217-525-1406 • 217-525-8872 (fax)
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