
BROWARD COUNTY MEDICAL ASSOCIATION 
5101 NW 21ST AVE  #450,  FT. LAUDERDALE, FL  33309  

PHONE: 954-714-9772 ~ FAX: 954-714-9289 
E-MAIL: CPETERSON@BCMA.COM  ~  WEBSITE: WWW.BCMA.COM 

THIS IS AN INVITATION TO JOIN THE 
BROWARD COUNTY MEDICAL ASSOCIATION 

AND SUPPORT THE PROFESSION OF MEDICINE 

+++  SPECIAL  OFFER  +++ 
 

2012 
NEW MEMBER DUES ~ SPECIAL PRICE ~ $150.00 

 

BCMA’S MEMBERSHIP VALUE + BENEFITS 
 

WORKERS COMPENSATION INSURANCE – Through the BCMA’s Group Program with OptaComp, members receive up to 
24.8% of their premium back in the form of a dividend. 
 

MEDICAL LIABILITY INSURANCE – Through the BCMA’s Group Program, members receive an annual discount of 5% on 
their premiums. 
 

PRACTICE MANAGEMENT – BCMA routinely communicates with Medicare and insurance companies regarding physicians’ 
economic (getting paid) and enrollment issues.  BCMA supports the physicians’ office staff with answers to their day-
to-day problems. 
 

OTHER NEEDED SERVICES – available are Banking, Billing, Collection, Coding and Compliance, e-prescribing, EHR, 
Financial Planning, Legal Advice, Legal Defense Insurance, Office and Health Insurance, Payroll and Personnel 
Services, Phone Services, Telephone and Transcription. 
 

REFERRALS  +++  ADVOCACY + GRASS ROOTS LOBBYING  +++  SPEAKERS BUREAU 
 

Unlike other organizations our members join because they choose to, not because they have to!! 
We are still the more noble cause … come stand with us!   WITHOUT YOU THERE IS NO VOICE! 

NEW MEMBER DUES  ~  SPECIAL PRICE  ~  $150.00 
Payment Information 

Payment Type (Please Check One) 
*Payment Must Accompany Application □  Visa □  MasterCard □  American Express □  Check (Payable to BCMA) 

Amount 
           $150.00 

Card #                                                                                                   Security # Expiration Date (MM/YY) 

Name on Card (Please Print) Signature 

Billing Address 

City State Zip 

(*Please fill out form completely)                Membership Information                                                                    . 
Name Today’s Date 

Office Address 

City State Zip 

Office Phone Office Fax  

E-Mail Web Site 

Specialty Sub Specialty 

** Applicant  DATE OF BIRTH    (required for credentialing) Spouse’s Name 

How did you hear about us?   

** I PREFER BCMA INFORMATION SENT TO MY  FAX#  OR  EMAIL  SHOWN HERE: 
 

Please fax or email application with credit card information completed or mail with check enclosed.  Thank You. 
New Membership applications will be presented for approval at the next Board of Directors meeting at the end of the month. 

                                                        *An application does not constitute automatic membership in the BCMA.                                       8/3/11 

 


