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	Membership Application Form


Personal Information
	Family Name                      
	First Name                     
	Gender                    

	Date of Birth                      
	Nationality                     
	Title                      

	Degree
〇 MD     〇 Ph.D     〇 Pham.D     〇 RN     〇 MSN     〇 Others(Please specify)                   


Professional Information
	Specialty
〇 Med Onc  〇 Surg Onc 〇 Rad Onc      〇 Bio Therapy    〇 Intervention Therapy    〇 TCM   〇 Gyn Onc
〇 Hem Onc  〇 Ped Onc  〇 Nuclear Med  〇 Pharm  〇 Onc Nursing  〇 Others(Please specify)                

	Research Interest
〇 Lung cancer       〇 Breast Cancer  〇 GI Cancers            〇 Genitourinary Cancers    〇 Gynecologic Cancers
〇 Pediatric Cancers   〇 Hem Cancers   〇 Head and Neck Cancers  〇 Others(Please specify)                      

	Board-Certification  Type                   Specialty                   

	Nature of Professional Activities (Total percentage of time must equal 100%)
Specific ONCOLOGY related activities

                                                            Percentage of time                           %
                                                                                                      %
Specific Non-ONCOLOGY related activities

                                                            Percentage of time                          %

	Are you a member of other specialty society or organization？   1 Yes     2 No
Name of the organization                                                                                    


Contact Information

Institute address
	Name of the institute                                        
	Department                              

	Address Street                                            City                   Country                    Zip Code                     Telephone                            Fax                                     


Home address
	Street                                                     City                   Country                    Zip Code                  Telephone                      Fax                    Email:                      


Contact address(Please select)    〇 Institute address     〇 Home address
* If there is any alteration to your mailing address, please inform us at your earliest convenience. 
Curriculum Vitae
	Education

	Inclusive Time
	Institute
	Major
	Degree

	
	
	
	

	Working Experience

	Inclusive Time
	Institute/Hospital
	Department
	Position

	
	
	
	

	Fellowship

	Inclusive Time
	Institute/Hospital
	Department

	
	
	

	Award

	Time
	Name of the Award

	
	

	Remarks

	Applicant Signature                   Date
For CSCO use（Chop） 

Date
Sponsor Signatue                      Date
Sponsor Signatue                      Date



Appendix:
The applicant should submit the following material:
1. Completed and signed membership application
2. Two CSCO member sponsor endorsement signatures.

3. Curriculum Vitae

4. Copy of Board certification or International equivalent licenses if applicable.

5. The members of ASCO and ESMO only need to submit the material mentioned in 1 and 3.






