
Patiala Medical College Alumni Association
Member Profile Update Form

Last Name:_____________________________________________________________

First Name:____________________________Middle Initial:__________Gender:_____

Address:____________________________________________ O Home O Office  

City:____________________________________State:___________Zip:___________

Office Phone:_______________________ Home Phone:________________________

Fax:__________________ E-mail:__________________________________________

Year of Graduation:__________ Speciality:__________________________________

Spouse’s Name:________________________________________________________

Is your spouse a Doctor?    O Y    O N       If yes, complete the following:

Address:________________________________________________ O Same as above 

City:____________________________State:__________ Zip: ___________________

Office Phone:__________________________Fax:_____________________________

E-mail:________________________________________________________________

College:___________________ Year of Graduation:________Speciality:___________

Please mail this form at the following address:

2600 E. Southern Ave., Suite I-1, 
Tempe, AZ 85282

or

Fax: 480-821-3806


