
GAOE MEMBERSHIP REGISTRATION 

Name and Title: _________________________________________________________________________________________

Practice Name: __________________________________________________________________________________________

Mailing Address: _______________________________________________________________________________________

Phone Number: _____________________________________ Fax Number: ______________________________________

Work E-Mail: ____________________________________________________________________________________________

Number of Physicians: _____________________________ Number of Locations: __________________________

Certifications: __________________________________________________________________________________________

Practice Type:   Private    Multi-Specialty    University A�liated    Hospital Based/Owned    Solo    Clinical

Does the Practice Employ:   RN    Occupational     LPN    NP    MA    Surgical Asst    PA  

 Hand     Ortho Tech    PT    Radiology Tech    Other: _________________________________________________

Does the Office Have:   X-Ray    Physical     Ambulatory Surgery Center    MRI    CT    Occupational 

Charts:   Electronic    Paper   EMR/EHR Name:____________________________________________________________________

PMS Name: _________________________________________________________

Registration fee: $125

Please make checks payable to: GAOE

Credit Card Payments: 

Card Type:   Master Card   AMEX   Visa   Discover  

Name on Card: _________________________________________________________

CC #: __________________________________________  Exp. Date: _____________ AVS Code (3 digit # on back): _____________

Billing Address with Zip Code: ___________________________________________________________________________________

Mail, fax or e-mail to: Rebecca Hockaday 
100 Montvale Drive | Hoschton, GA 30548 | Phone: 706.433.3251 | Fax: 706.354.6831 | e-mail: rhockaday@athensorthopedicclinic.com  


