
Membership Application
Please complete this application and submit it, along with your photo and brief biography to the CAIDT 
office by email.  Thank you!

Name ______________________________________________________________________________

Office Address _______________________________________________________________________

City ___________________________________________State __________ Zip __________________

Telephone _________________________________ Fax ______________________________________

E-Mail Address _____________________________Web Site Address ___________________________

Home Address _______________________________________________________________________

City __________________________________________ State __________ Zip ___________________

Telephone _________________________________ Mobile ___________________________________

Dental School ______________________________________ Graduation Date ____________________

Advanced Education Program _________________________  Graduation Date ___________________

Specialty: 	     Endo		      Pediatric		      Perio		
 Prostho  Ortho  Oral Path
 Oral Surg  General  Lab

Please indicate the reason(s) that you wish to join CAIDT Study Club:

Signature of Applicant ________________________________________ Date ____________________

Referred to CAIDT Study Club by _______________________________________________________

Chicago Academy of Interdisciplinary Dentofacial Therapy

			 CAIDT.SC@gmail.com								
 www.CAIDT.org
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