M I R A

Minimally Invasive Robotic Association

APPLICATION

Applicant _______________________________________________

(Please Print)

Return by mail/fax/e-mail to:

Membership Committee

C/O Arnold Byer, M.D. Executive Director 

Department of Surgery, 

Hackensack University Medical Center 
30 Prospect Avenue

Hackensack, NJ  07601

FAX 201-996-2021

E-mail :  abyer@humed.com

NAME  ______________________________ Telephone No. (    )___________________________

OFFICE ADDRESS___________________________________________________________________

CITY, STATE/PROVINCE_____________________________________________________________

COUNTRY, POSTAL CODE___________________________________________________________

EMAIL ADDRESS___________________________________________________________________

UNDERGRADUATE EDUCATION

College/University
__________________________________________________________________

Dates Attended 
__________________________________________________________________

Degree/Date 

__________________________________________________________________

MEDICAL SCHOOL EDUCATION

Name/Location 
__________________________________________________________________

Dates Attended 
__________________________________________________________________

Degree/Date 

__________________________________________________________________

POST DOCTORAL TRAINING

Name/Department/Location_______________________________________________________

______________________________________________________________________________

Dates Attended__________________________________________________________________

SPECIALTY CERTIFICATION

Name/Specialty Board____________________________________________________________

Date of Certification 
____________________________________________________________

LICENSURE

State/Province/Country
___________________________________________________________

Date Issued

            ___________________________________________________________

License number 

___________________________________________________________

HOSPITAL APPOINTMENTS (List all past and present principle appointments only)

Name/Department/Location 
___________________________________________________________

Year of Appointment 

___________________________________________________________

Staff position/title 

___________________________________________________________

Name/Department/Location 
___________________________________________________________

Year of Appointment 

___________________________________________________________

Staff position/title

___________________________________________________________

Name/Department/Location 
___________________________________________________________

Year of Appointment

___________________________________________________________

Staff position/title 

___________________________________________________________

SURGICAL SOCIETY MEMBERSHIPS 

Name



___________________________________________________________

Date of membership 

___________________________________________________________

Office or positions held 
___________________________________________________________

Name



___________________________________________________________

Date of membership

___________________________________________________________

Office or positions held
___________________________________________________________

Name 



___________________________________________________________

Date of membership

___________________________________________________________

Office or positions held
___________________________________________________________

ACADEMIC APPOINTMENTS  (Past and current)

University


___________________________________________________________

Dates



___________________________________________________________

Title 



___________________________________________________________

For the following three catagories list only information related to robotics

RESEARCH 

PRESENTATIONS 

PUBLICATIONS

REFERENCES (List one)

08/04

