
Congenital Cardiac Anesthesia Society
MeMbership ApplicAtion

SPONSOR AN INTERNATIONAL MEMBER
The following Sponsor an International Member application should be completed by the prospective member and the sponsor before being submitted to the 

CCAS office at ccas@societyhq.com. Both the sponsor and member will be notified when the membership has been processed.

MEMBERSHIP INFORMATION – To be completed by applicant

First Name: ___________________________ Last Name: _______________________________Title: ____________________________

Birth Date: ________________________ Specialty: ___________________________________________________________________

Affiliation: ___________________________________________________________________________________________________

Address: ____________________________________________________________________________________________________

City: _______________________________________________________________________________________________________

State/Province: ___________________ Country:_______________________________Postal Code:______________________________

Work Phone: __________________________________________ Home Phone: ______________________________________________

Fax: __________________________________*E-mail: ________________________________________________________________

*E-mail is required to receive future membership information. Please print clearly to ensure successful e-mail delivery.

CCAS/SPPM/SPA JOINT INTERNATIONAL MEMBERSHIP CATEGORY
Two-year Membership: Tier 1 ($150) | Tier 2 ($96) | Tier 3 ($48) | Tier 4 ($18)

Physicians practicing outside of the US and Canada who have an interest in pediatric anesthesia and pediatric pain medicine. International members will 
receive membership to the Congenital Cardiac Anesthesia Society, the Society for Pediatric Pain Medicine, and the Society for Pediatric Anesthesia. The 
tiered dues categories are based on the World Bank of Economies. Please refer to the SPA website (www.pedsanesthesia.org) to determine your tier.

SPONSOR INFORMATION

First Name: ___________________________ Last Name: _______________________________Title: ____________________________

Affiliation: ___________________________________________________________________________________________________

Address: ____________________________________________________________________________________________________

City: _______________________________________State: _______ Country: ______________________ Postal Code: _____________

Primary Phone: ____________________________________________ E-mail: ______________________________________________

PAYMENT INFORMATION – To be completed by sponsor

r Check or Money Order Enclosed (US Funds) Made Payable to the Society for Pediatric Anesthesia 

r Mastercard   r Visa    r Discover    Expiration Date: ___________________________________________________________________

Card Number: _________________________________________________________________________________________________

Printed Name on Card: ___________________________________________________________________________________________

Signature: _________________________________________________________________ Date: ______________________________

Congenital Cardiac Anesthesia Society
www.ccasociety.org

2209 Dickens Road • Richmond, VA 23230-2005 | Phone: 804-282-9780 | Fax: 804-282-0090 | Email: ccas@societyhq.com


