
PHILIPPINE ACADEMY OF OPHTHALMOLOGY, INC. 

 

Unit 815, Medical Plaza Makati 
Amorsolo corner Dela Rosa Sts. 

Legaspi Village, Makati City 1223 
Philippines 

Tel (+63-2) 813-5324; 813-5318 
Fax. (+63-2) 813-5331 

E-mail: pao@pao.org.ph 
 

MEMBERSHIP APPLICATION FORM 
 
Type of Membership applied for:   ASSOCIATE (Non-Diplomate)   MEMBER (Diplomate) 
Please Type or Print Clearly 
 
NAME:  __________________________________________________________________________________ 
   LAST     FIRST    MIDDLE INTIAL 
SEX:  Male   Female BIRTHDATE: __________________ BIRTHPLACE:_______________ 
         Month         Day        Year 
 

MEDICAL SCHOOL: _____________________________________________YEAR GRADUATED: ________ 
RESIDENCY (INSTITUTION): ______________________________________YEAR COMPLETED: ________ 
PBO CERTIFIED?   NO  YES, WHEN? __________________ 
PRC NO. ________________________________________________ 
PMA NO. ________________________________________________ 
RESIDENCE:_____________________________________________ 
________________________________________________________ 
EMAIL ADDRESS: _______________________TEL.# _____________ 
MOBILE PHONE:  ____________________ FAX #: _______________ 
MAILING ADDRESS (IF DIFFERENT FROM RESIDENCE): 
_________________________________________________________ 
_________________________________________________________ 

 
 
 

 
LATEST PHOTO 

2” X 2” 

MAIN (PRIMARY) CLINIC ADDRESS: __________________________ 
______________________________________________________TEL#. _____________________________ 
OTHER CLINICS: _________________________________________________________________________ 
______________________________________________________ TEL#. ____________________________ 
HOSPITAL AFFILIATION/S: 
PRIVATE:  _______________________________________________________________________________ 
GOVERNMENT: __________________________________________________________________________ 
MAIN (PRIMARY) GEOGRAPHIC AREA OF PRACTICE: 
 
 TOWN/CITY     PROVINCE   REGION 

SECONDARY GEOGRAPHIC AREA OF PRACTICE: 
________________________________________________________________________________________ 
 TOWN/CITY     PROVINCE   REGION 
 
SUBSPECIALTY: 
 GENERAL OPHTHALMOLOGY   
 OCULOPLASTY 
 E.E.N.T.      
 GLAUCOMA 
 RETINA & VITREOUS    
 UVEITIS 
 EXTERNAL DISEASE   

  

 ORBIT 
 PEDIATRIC OPHTHALMOLOGY   
 OCULAR PATHOLOGY 
 NEURO-OPHTHALMOLOGY   
 OPTICS, REFRACTION, LOW VISION  
 CORNEA      
 OTHER: ________________________

 



 
Statements of Endorsement 
 
I hereby certify that the applicant has successfully completed an Ophthalmology training program in the Institution stated in the 
reverse side hereof.  I further certify that the said training program under which the applicant trained is duly accredited by the 
Philippine Board of Ophthalmology. 
 
_______________________________________________________________________________________________________ 
 Name of Department Chairperson    Signature   Date 
 
I hereby certify that the applicant: (please check) 
  has successfully passed the written and oral examinations given by the Philippine Board of Ophthalmology 
  is eligible to take the Philippine Board of Ophthalmology examinations 
 
_______________________________________________________________________________________________________ 
 Chairperson, Philippine Board of Ophthalmology  Signature   Date 
 

 I hereby certify that I am a 
Member/Fellow of the Philippine 
Academy of Ophthalmology and 
have personal knowledge of the 
applicant and am familiar with the 
applicant’s professional competence 
and conduct; that the applicant has 
attained a high level of professional 
competence and conforms to the 
ethical standards embodied in the 
PMA Code of Ethics; and that upon 
request I shall provide all necessary 
information to verify the truth and 
accuracy of this certification. 
 
 
_____________________________ 
Signature of Fellow/Member 
 
_____________________________ 
Printed Name of Fellow/Member 
 
_____________________________ 
Date 
 

I hereby certify that I am a 
Member/Fellow of the Philippine 
Academy of Ophthalmology and 
have personal knowledge of the 
applicant and am familiar with the 
applicant’s professional competence 
and conduct; that the applicant has 
attained a high level of professional 
competence and conforms to the 
ethical standards embodied in the 
PMA Code of Ethics; and that upon 
request I shall provide all necessary 
information to verify the truth and 
accuracy of this certification. 
 
 
_____________________________ 
Signature of Fellow/Member 
 
_____________________________ 
Printed Name of Fellow/Member 
 
_____________________________ 
Date 
 

I hereby certify that I am a 
Member/Fellow of the Philippine 
Academy of Ophthalmology and 
have personal knowledge of the 
applicant and am familiar with the 
applicant’s professional competence 
and conduct; that the applicant has 
attained a high level of professional 
competence and conforms to the 
ethical standards embodied in the 
PMA Code of Ethics; and that upon 
request I shall provide all necessary 
information to verify the truth and 
accuracy of this certification. 
 
 
_____________________________ 
Signature of Fellow/Member 
 
_____________________________ 
Printed Name of Fellow/Member 
 
_____________________________ 
Date

 
 
By signing and submitting this application, I certify that all information submitted on or in support of this application is true, 
accurate, and complete, and I understand and agree that all such information is subject to review and verification by or under the 
supervision of the Executive Council of the Philippine Academy of Ophthalmology, Inc.  I authorize and consent to that review and 
verification.  I authorize and consent to all inquiries and good faith disclosures concerning me that may be made in the course of 
that verification process.  I understand that I may become a Fellow or Member of the PAO only upon the affirmative vote of the 
Executive Council.  I agree to comply with the PMA Code of Ethics as a condition of initial and continued membership in the PAO.  
I understand and agree that If I am elected Member of the PAO, my continued status as a Member will be subject to all of the 
terms and conditions of the Bylaws of the PAO, and that the Executive Council may revoke my membership if this application 
contains or is supported by information that omits or contain a substantial misstatement of any fact required or permitted by this 
application or the related instructions to be included on or submitted with or in support of this application. 
 
  Signature of Applicant:  ________________________________________________ 
  Date of Application:  ___________________________________________________ 
 
Method of payment: 
 
 Cash                                                                           Received by: ________________________________________ 
 Check, No. ______________________________ 

    Bank ___________________________________    Date: ______________________________________________ 
 Credit Card                                                                 OR No. ____________________________________________ 

    Card Number: ____________________________ 

    Card Holder’s Name: _______________________ 

    Issuing Bank: ______________________________ 

    Expiry Date:  _______________  Birthdate: _______________ 

 
 


	MEMBERSHIP APPLICATION FORM

