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WCMC Alumni Association Membership Reply Form

Name: ________________________​​​​ Class Year: ________________________ 

Address: __________________________________________​​​​___( Home  ( Business 

City: ____________________________ State: _____ Zip: _________________
Phone: _______________________ Email: _____________________________
                  
 ( Home   ( Business


                 ( Home  ( Business

(  Yes, I would like a membership card for the WCMCAA at the following level:

Membership Levels:
Professional  



$100

Retired Professional


$10

Recent Graduate


Complimentary
Alumni within 4 years of graduation
Amount Enclosed: 




$________

· Enclosed please find my check payable to: WCMC Alumni Association.

· Please charge my credit card: 
(  Mastercard
    (   Visa
          (   American Express
 

_________________________________
__________________


Card Number




Expiration Date

______________________________________________________

            Name of Cardholder

______________________________________________________


Cardholder Signature
Please fax this form to 212-832-0205 or mail with your check to:

Office of Development

Weill Cornell Medical College

1300 York Avenue, Box 123

New York, NY 10065

If you have any questions about WCMCAA dues, please contact the Office of Alumni Relations at (646) 962-9539 or alumni@med.cornell.edu.

