
 
 
 

Iowa Medical Group Management Association 
Application for Membership 

(New Member) 
 

IMGMA’s membership database is a vital link enabling us to network within the organization.  Therefore, we ask 
you to please provide complete information.  If you have any questions regarding completion of this application, 
please contact our Executive Director at (515) 280-6454 or send an Email to imgma@imgma.org. 
 
PLEASE PRINT       Today’s Date     
 
              
Last Name   First   MI   (Nick Name) 
 
              
Practice Name 
 
              
Practice Address 
 
              
City    State     Zip Code     
 
              
Phone Number    Fax Number    E-mail Address 
 
              
Your Job Title     Your Direct Supervisor’s Name and Title 
 
 
Please Circle: 
 
Membership Status Requested :            Active            Affiliate            Allied             Student 
 
Education: HS Some College AA BS MA PhD Degree in     
 
Are you a MGMA member?     Y      N  ACPME Status:    Non-member        Nominee       Certified Member       Fellow 
 
Your participation is extremely important for the success and accomplishments of our committees.  Please 
indicate below the committee you would be interested in: 
 

Legislation      Professional Development 
 

Marketing/Communications    Insurance/Reimbursement 
 
CLINIC CORPORATE STRUCTURE AND PROVIDERS: 
 
TYPE OF PRACTICE: 
 
Single Specialty  Multi-Specialty  Management Services Organization (MSO)  
 
Other             
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