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Leading Internal Medicine, Improving Lives

Leadership Program

Sponsored by: American College of Physicians / American Association for Physician Leadership

Application for Admission

This is an 18-month-long certification program offered jointly by the American College of Physicians and the American
Association for Physician Leadership. It includes 43.5 hours of coursework, group discussions, and a capstone project
that will demonstrate understanding of leadership concepts in health care. Upon completion of all program require-
ments, participants will receive a Certificate in Physician Leadership.

Certificate Focus: Hospital Medicine

Applicant’s ACP # (if known) Marketing Code:

Full Name of Applicant

Last First Ml

Street and Number

City State/Province

ZIP/Postal Country

E-mail Address

[J I understand that this fee is for admission into the ACP/AAPL Certificate in Physician Leadership Program. | further
understand that this fee is nonrefundable and is not applicable toward other program costs. | must maintain my
membership in the American College of Physicians while in the program to receive the certification.

m Signature of Applicant (Required) Date

PLEASE DO NOT DETACH.

PAYMENT REQUIRED WITH APPLICATION Amount Paid: AP UsEoNY
Send application with payment to: American College of Physicians,
Member and Customer Service, 190 N Independence Mall West, [] Check enclosed. Must make payable to ACP,
Philadelphia, PA 19106-1572, or fax to 215-351-2759. and remit in U.S. funds drawn on a U.S. bank.

[ Charge dues to:
This is the application fee for enroliment in the ACP/AAPL Certificate in VISA - o
Physician Leadership Program. Additional charges will apply for the DL D@ D*% = D
courses and final capstone toward the certificate. Card #
For any questions, please e-mail lead@acponline.org. Exp. Date Month | Year | Security Code

Signature

Full Name of Applicant (Please Print) Required )
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