
 
 

APPLICATION FOR MEMBERSHIP 
All official communications are handled electronically via email. 

Please provide at least one email address. 
  

NAME:_______________________________________________________________________________ 
   (Last)     (First)    (Middle) 
  

OFFICE: Street:____________________________________________________________________ 
   

  City:_________________________________State_________Zip_____________________ 
  

  Phone: (____)___________________  
   

Email: _____________________________________________________ 
  

HOME: Street:____________________________________________________________________ 
  

  City:_________________________________State_________Zip_____________________ 
  

  Cell Phone: (____)___________________  
  

  Email: _____________________________________________________ 
  

SPOUSE:________________________________ CHILDREN:___________________________________ 
  
 

EDUCATON: 
  

Dental School or College:__________________________________________________________________ 
  

Year of Graduation:___________________Degree:_________________________ 
  

Graduate School or Specialty Program:_______________________________________________________ 
  

Year of Graduation:___________________Degree or Certificate:_____________ 
  

Other Major Programs:____________________________________________________________________ 
  

TYPE OF PRACTICE: (    ) General Practice    (    ) Limited Practice (    ) Academic/Research 
    (    ) Retired     (    ) Solo   (    ) Group 
  

CURRENT MEMBERSHIPS: 
(    ) American Dental Association 
(    ) American Association of Endodontists (required for this application) 



(    ) Diplomate of the American Board of Endodontists 
(   ) Other___________________________________________________ 
  

  

 
CURRENT STAFF OR FACULTY APPOINTMENTS: 
 Dental School or College:_____________________________________________________________ 
 Title:____________________________________ 
  
 Hospitals:__________________________________________________________________________ 
 Title:__________________________________________ 
  
PUBLICATIONS: 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
  
ENDODONTIC LECTURES: 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
  
 HOW DID YOU LEARN ABOUT THE SESG?_________________________________________________ 
 
APPLICANT’S SIGNATURE:______________________________________________________________ 
  
DATE:____________________________________ 
  
New grad? No ap or registration fee! 
Please make check out to SESG for $225.00 ($25.00 application fee & $200 Annual Dues) and return to:    
 

SESG 
30524 Birdhouse Drive 

Wesley Chapel, FL  33545 
(813) 541-4056  SESG10@tampabay.rr.com 

  
You may also pay by VISA/MC/AE/Discover:   Quick payment – click here!   A 3% credit card fee will be added in (total on form). 

  
Card #:________________________________________________Exp. Date________________  
 
Security Code (on back):______________  
 
Billing address (street number only) and zip:____________________________________  
 
Signature:__________________________________________________________________ 

https://buy.stripe.com/7sYdR9ci58QxbWX0QgbZe06

