
New York State Troopers, PBA
Police Surgeons Group

Surgeons Renewal Application Form

Name: ____________________________________________________________         DOB: _________________

Referred By: ________________________________________________________

Please only complete the following if any information has changed:

Mailing Address:  __________________________________________________________
City: _______________________  State: ______________________  Zip: _____________

Home Number: (____)______________________  Home Email: _____________________

O�ce Address: ____________________________________________________________

O�ce Number: (____)_______________________  O�ce Fax: (____)_________________

Pager/Cell (please indicate which): (____)_________________

Vehicle 1: (Year, Make, Model): ______________________________ License Plate: _______________

Vehicle 2: (Year, Make, Model): ______________________________ License Plate: _______________

 

Please read and complete the following as indicated:
1. All completed applications should be fowarded directly to:
 New York State Troopers PBA
 120 State Street
 Albany, NY 12207
 Attn: Police Surgeons Group
2. Submit a check or money order in the amount of $350.00 for renewal fees. You will receive a new placard, bumper   
     sticker, window decals, membership cards, along with a new ID and wallet. Please note that annual dues are to be 
     paid before January 31st of each year. 
3. If your shield or ID are lost or stolen, you are to notify the PBA o�ce immediately.

AGREEMENT
  

 I hereby apply to become a participating physician and Associate Member of the New York State Troopers PBA Surgeons Group. I agree 
to accept the fees listed in the members’ schedules as full payment for services to all active or retired members of the New York State Troopers 
PBA, their spouses, and eligible dependants. In the event that I choose to terminate this membership, I agree to notify the PBA in writing at least 
thirty days in advance of the e�ective date of termination. I understand that the NYSTPBA reserves the right to terminate my membership in the 
NYSTPBA Surgeons Group. I understand that if my membership is discontinued for any reason; I will return all materials pertaining to the organi-
zation.
 I agree to provide the highest quality healthcare to each member. In the event I desire to advertise my status as an associate member of 
the New York State Troopers PBA, I agree to notify the NYSTPBA Board of Directors in advance and await approval. The Board of Directors or its’ 
designee may conduct on-site visits, and will investigate and complaints.
 This agreemnet does not infringe upon my freedom of choice regarding patient selection, nor does it express or implyany constraints or 
limitations on my clinical judgement or course of treatment. The ID card and placard will not be used to violate or abuse any municipal, vehicle & 
tra�c laws, or penal laws.
 My signature below indicates my agreement to and acceptance of the terms and conditions of membership as outlines by the New York 
State Troopers PBA Board of Directors, and set forth in this application.
   

  

Signature: __________________________________________________________    Date: __________________
  
Approved by: _______________________________________________________     Date: __________________
 


