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MEMBERSHIP REGISTRATION 

Please PRINT Clearly
(If paying by credit card you must mail, fax or e-mail this form to RustyVarlotta@aol.com)

Name: ____________________________ Email: ________________________

Home Phone: ______________________ Work Phone: ___________________
Address: ___________________________________________ Apt. #:________
City: __________________________________State: ____ Zip: _____________

Institution/ Firm: ___________________________________________________

ACSM National membership #: _________ Are you an ACSM Fellow?   Yes    No 
Professional Membership - $35..…………………...................$ _______________

Student Membership - $15………………………………………$_______________
Optional Donation to GNYRC- ACSM  …................................$ ______________

TOTAL ENCLOSED (checks payable to: “GNYRC- ACSM”) $ _______________

Mail completed registration form with check to: 

Gerard Varlotta, D.O.

Treasurer, Greater New York Regional Chapter, ACSM

NYU Langone Medical Center

317 East 34th Street, 5th Floor

New York, NY  10016
