
	
	
	

FAX	COVER	SHEET	&	INSTRUCTIONS	
	

PLEASE	FAX	THIS	COVER	SHEET		
&	MEMBERSHIP	APPLICATION	FORM	TO:	

	
FAX:	(972)	810-4041	

	 	 	 	
FROM:		____________________________________________________	
	
DATE:			_____________________________	
	
ATTN:		COLLIN-FANNIN	COUNTY	MEDICAL	SOCIETY	
SUBJECT:		CFCMS	MEMBERSHIP	APPLICATION	FORM	

	
COMMENTS:	

	
	
	
	
	
	

	
OR	
	

SCAN	AND	EMAIL	TO:			SCB@COLLINFANNINCMS.COM	
	
OR	
	

MAIL	TO:	
	

COLLIN-FANNIN	COUNTY	MEDICAL	SOCIETY	
2701	WEST	15TH	STREET,	SUITE	501	
PLANO,	TX		75075	

	



	


