BEXAR COUNTY PHYSICIAN ASSISTANT ASSOCIATION

MEMBERSHIP & RENEWAL APPLICATION

Please complete all areas below legibly, in ink, and return with a check or money order to:

Bexar County PA Society

P.O. Box 40142

San Antonio, Texas 78229

Type of application: (check one)

New:______     Renewal:______     Returning Member:______     Change of address:______

Personal Information:

Title (Dr., Mr., etc.)______, Name (Last, First, MI):___________________________________________

Mailing address: _______________________________________________________________________

City: _______________________________________,  State:____________,  Zip: __________________

Hm Phone: (_____) ___________________________     Office: (_____)___________________________

Fax: (_____)________________________ Email: _____________________________________________    

PA Program Attended: __________________________________Grad Date: _______________________

Type of Membership:  (check one)

Note:  New applications and renewal memberships are due July first of each year.    Applications received may be prorated the first membership year only until the renewal period begins.  Student and Associate members are not eligible to vote on membership issues and may not be able to attend all BCPAS meetings.   This application is effective 1 July 2010 and supercedes all prior application forms that may be available.

Fellow Member (graduate of an approved PA program) 

Annual: ($30)____    2 year ($50) ____    3 year ($70) ____      Life Member ($250)_____

Associate (MD, DO, NP, etc)

Annual: ($30) _____    2 year ($50) _____    3 year ($70) _____ 

Student Membership: ($5)
Expires upon graduation from the student’s PA Program and requires program faculty approval. 

PA Program Attending: ___________________________________________________________________

Approving Faculty Member: _______________________________________________________________

Faculty Signature: ___________________________________________     Date: _____________________

Release Statement:  I, the undersigned, consent to the release of the personal information above only to those organizations or individuals indicated below:

Membership & Medical Directories _______                       Groups of Individuals offering CME_________

Medical product manufacturers desiring to advertise__________              Job/Recruiting services ________

Applicant’s Signature:_________________________________________  Date:____________________

