
SCARD   Society of Chairs of Academic Radiology Departments 
    2008-2009 Membership Application 

 
  
Previous SCARD Member?   o yes      o no 
 
 
Name:_____________________________________________________        Birthdate:__________ 

First                   Middle         Last                Degree   

   
Office Address:____________________________________________________________________ 
       Department      Institution 

  
________________________________________________________________________________ 
Street Address      

 

________________________________________________________________________________ 
City      State     Zip Code                                                  
                                                                                                             

                         

E -mail address:___________________________________________________________________ 
(Please note that a majority of SCARD business is conducted via e-mail)                                                                          
                                                     
Office Phone: (          )                                      __ ___________________________________     
 
Office FAX: (         )_________________________________________________________________ 
                                       
 
PREFERRED ADDRESS FOR CORRESPONDENCE (if different from above): 
 
Address:_________________________________________________________________________ 
            

  

_________________________________________________________________________ 
     City      State     Zip Code   
                 

   
Are you the Chair of a department of radiology, which has a radiology residency program? 
 

Yes o     Please answer the questions below.  Thank you. 
  
 No o     You do not qualify for membership in SCARD. 

   
 If yes, name and address of the hospital(s) in which the residency program is (are) based: 

 
__________________________________________________________________________ 

  
 __________________________________________________________________________             



                                     

SCARD   Society of Chairs of Academic Radiology Departments 
    2008-2009 Membership Application 

 
 
 
What is the current status of your residency program (check the one that applies)? 
 

Fully accredited by ACGME o 
 
Provisionally accredited by ACGME o 
 
Probation o 
 
Not Accredited o 

  
 
Date of last ACGME decision on your program’s status?  __________________________________   
Name of your residency program director:______________________________________________ 
 
Number of approved residency slots per year: ___________________________________________   
   
 
_________________________________________________________________________________________ 
 
Dues must accompany application when submitted.  Membership dues are $1,000 (Active 
Membership) or $150 (Canadian Membership).  
 
    ³ Enclosed is my check payable to SCARD for Membership Dues 
 

By sending your check to us, you authorize SCARD to convert the check into an electronic funds transfer.  Please be 
aware that your bank account may be debited as soon as the same day that we receive your payment. 

 
    ³ Please charge my Membership Dues to the following: 
 
 ³  MasterCard     ³  Visa       
 
 Credit Card # ____________________________________________  Exp. Date: ___________ 
 
 Name on Card: __________________________________Signature: ________________________ 
 
 

 

SCARD �  820 Jorie Boulevard, Oak Brook, IL 60523 
Phone:  (630) 368-3731  Fax:  (630) 571-7837 

Email:  SCARD@rsna.org 


