
American Clinical MEG Society (ACMEGS) 

555 E. Wells Street, Suite 1100, Milwaukee, WI 53202 

Phone: 414-918-9804; Fax: 414-276-3349; Email: info@acmegs.org 

 

 

2017 Center Membership Form
 

Center Information: 

Mailing: 

Center Name:       ___________________________________________________________________________ 

Contact Name: _____                                                                                   ____         ______________________ 

Address: __            ________                  _____  _    __________________________________________________ 

City, State, ZIP: ___ __ ________________________________Phone: _____                              ____________ 

Email: _                                                                                    ___Fax: __     _____________________________ 

Website: ______                                                                                    __________________________________ 

 

Directory (if different from above): 

Contact Name: _____                                                                                   ____         ______________________ 

Address: __            ________                  _____  _    __________________________________________________ 

City, State, ZIP: ___ __ ________________________________Phone: _____                              ____________ 

Email: _                                                                                    ___Fax: __     _____________________________ 

Website: ______                                                                                    __________________________________ 

 

Two Members Included in Center Membership: 

 

Member 1:  

Primary Billing Contact:  □ Yes   □  No 

Name: _ ____________________________ 

Position: ____________________________ 

Address (if different than above):  

____________________________________ 

City, State, ZIP: ______________________ 

Phone: _____________________________ 

Email: _  

Member 2:  

Primary Billing Contact:  □ Yes   □  No 

Name: ______________________________ 

Position: ____________________________ 

Address (if different than above): 

______________________                ______  

City, State, ZIP: ______________________ 

Phone: _____________________________ 

Email: ______________________________ 

Name of Billing Contact (if not listed above):  ________________________________________ 

Phone: _____________________________    Email: ______________________________ 

 

Name of MEG Center Director: ____________________________________________________ 

Phone: ______________________________ Email: ______________________________ 

 

Name of Chief Technologist: ______________________________________________________ 

Phone: ______________________________ Email: ______________________________ 

 

Please pay by credit card below or include a check payable to ACMEGS. 

Center Membership Fee: $2,000.00 per year 

□ Check enclosed 

□ Visa  □ Mastercard  Account #: _____________________________________ Exp. Date: ____ 

Authorized Signature: ___________________________________________________________ 


