Registration Form
Professional Medical Coding Program

1.  Personal Information
Name:_____________________________________Date:___________
Address:__________________________________________________

City:__________________State:_____________Zip:_______________

SS#:____________Home Phone:___________Work Phone:___________

Employer__________________________________________________

Address:__________________________________________________

City:__________________State:_____________Zip:_______________

Email Address:______________________________________________

2.  Experience in Medical Field (minimum 1 year)

Employer:___________________Job Description:__________________

Dates:______to_______Supervisor Name/Phone____________________

Employer:___________________Job Description:__________________

Dates:______to_______Supervisor Name/Phone____________________

Employer:___________________Job Description:__________________

Dates:______to_______Supervisor Name/Phone____________________

Have you had Medical Terminology?_______________________(details)

Have you had Anatomy/Physiology?_______________________(details)

Are you a current AAPC member?_______________________________

Mail Registration Form and $200 deposit to:

Catherine Gray
25414 Willowbrook Ct.

Flat Rock,  MI  49134

A letter of confirmation will be mailed to you upon receiving completed form and deposit.

