
Southern Epilepsy & EEG Society 
Application for Membership 

Please type or print Annual Membership Fee: $100.00

Name:___________________________________________________________  Degree: _________________________________ 

Affiliation: _________________________________________________________________________________________________ 

Address: __________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Phone: ____________________  Fax: ____________________ Email: ________________________________________________ 

Present position/title: ________________________________________________________________________________________ 

Undergraduate Training: 
University Degree Dates 

_________________________________________________________________________________________________________ 

Post Graduate Training: 
University Degree Dates 

 

Residency and Epilepsy/EEG Training: 
Institution Director Dates % of time 

 

Hospital and/or Teaching Affiliations: 

 

Specialty Board Certifications: 

□ American Board of Psychiatry and Neurology–Neurology Date: ________________

□ American Board of Psychiatry and Neurology–Special Qualifications in Child Neurology Date: ________________

□ American Board of Psychiatry and Neurology–Special Qualifications in Clinical Neurophysiology Date: ________________

□ American Board of Psychiatry and Neurology–Special Qualifications in Epilepsy Date: ________________

□ American Board of Psychiatry and Neurology–Special Qualifications in ______________________ Date: ______________

□ American Board of Clinical Neurophysiology Date: ________________

□ Other board: _________________________________________________________________   Date: ________________

Signature: __________________________________________________________ Date: ___________________________ 

Office of Continuing Medical Education, Attn: SEEEG Annual Meeting 
7703 Floyd Curl Dr. MSC 7980, San Antonio, Texas 78229-3900 

Phone: 210.567-4491 Fax: 210. 562-5579 Email: cme@uthscsa.edu 

Date received by secretary: ______________________________________________ 

Action of members of council:  Approved ____  Disapproved ____ Date: ________________________ 
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