
Society of Interventional Pain Management Surgery Centers
The Voice of Interventional Pain Management Ambulatory Surgery Centers

SIPMS MEMBER	       	 Member ID ___________________________ 

_____________________________________________________________
name

_____________________________________________________________
Address

_____________________________________________________________
City	                                         State                           Zip

_____________________________________________________________
Phone	                                         Fax

_____________________________________________________________
Email
  

	 ____________________________________________________ 
	m edical director
  

	 ____________________________________________________
	 administrator

mCheck (Enclosed, Payable to SIPMS)   Check number __________________________________________________
m Mastercard     m Visa    m American Express     m Discover

_____________________________________________________________    _____________________    __________________________
Credit Card Number				                                         Expiration Date	                                     Security Code      

_______________________________________________________________________________________________________________
Name as it appears on Card

_______________________________________________________________________________________________________________
Authorized Signature (required on all credit card orders)

Please type or print your information clearly

Method of
Payment

Membership Contribution Form

ANNUAL Membership FEES

m	 $2,500	 1 to 2 Facilities

m	 $3,500	 3 to 5 Facilities

m	$5,000 	 6 to 9 Facilities

m	 $ 10,000	 10 or more Facilities

Payment

m	 I will mail a check, payable to SIPMS, 
	 with a copy of this completed form to:
	 SIPMS, 81 Lakeview Drive Paducah, KY 42001
m	 I will fax or email this completed form with 
	 credit card information to:
	 crogers@asipp.org

Recommended ContributioN

m	 $5,000	

m	 $1,000	 (minimum)

m Please update my contact information, the following is correct:

_____________________________________________________________
name

_____________________________________________________________
Address

_____________________________________________________________
City	                                         State                           Zip

_____________________________________________________________
Phone	                                         Fax

_____________________________________________________________
Email
  

	 ____________________________________________________ 
	m edical director
  

	 ____________________________________________________
	 administrator


