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SPAP Membership Application

2009-2010


Name: ____________________________________________________________

SPAP Member # (if known):  ______________________

AAPA Member #: _______________________________

· New Member

· Returning Active Member

· Student Member
Contact Address:________________________________________________________________
City, State, Zip Code: ____________________________________________________________
Contact Phone #: _______________________________________________________________
E-mail: _______________________________________________________________________
Note: We maintain contact with our members primarily through email and the SPAP website. Members will receive a confirmation email with an electronic receipt for dues received, and membership number.

E-mail addresses will NOT be sold for commercial gain but may be exchanged for sponsorship purposes.

Specialty: ____________________________

Employer: ____________________________

Work Address: ________________________

City, State, Zip Code: ___________________

· I am willing to precept PA students.  Please include me in your database.

Membership Category:
FELLOW: A PA who is a graduate of an education program and/or certified by an agency approved by the Board of Directors.  Fellows shall be eligible to hold office and shall have full voting rights.    Dues  $45/year
STUDENT: A student enrolled in an approved physician assistant program/residency with an interest in pediatrics as a career.  Student members shall not be entitled to vote.  They may serve on committees and serve as student representative.
(Month & Year of Graduation: _______ )
 Dues  $20/career (one-time)

ASSOCIATE: A non-PA health care practitioner who desires to associate with the Society.  Associates shall be entitled to privileges on the floor, but shall not be entitled to vote or hold office.
            Dues  $60/year
AFFILIATE: A non-health care practitioner who desires to associate with the Society.  Affiliate shall be entitled to privileges of the floor, but shall not be entitled to vote or hold office.
            Dues  $60/year
Scholarship Donation: (tax deductible) 




    ________
SPAP T-Shirt ($10) :  S   M   L   XL
XXL




    ________


* T-shirts will be mailed to contact address listed above










TOTAL : 
    ________

Payment Options:

· Check/Money order - payable to SPAP
· Credit Card - PayPal secure service
*CC#: __________________






Expiration Date: ___/___







Signature:  _______________

Mail completed form and payment to:
Society for PAs in Pediatrics
950 North Washington Street
Alexandria, VA 22314-1552
*CC info is not kept on file once transaction is complete.





*CC info is not kept on file once transaction is complete.








OR Apply Online
www.spaponline.org 


