 

MEMBERSHIP APPLICATION     

AREA _____ 

MAKE CHECK PAYABLE TO:  “APND”.  Return to: APND TREASURER

DUES MUST BE PAID BY JULY 1ST OF EACH FISCAL YEAR.
Today’s Date______________ Year of Membership____________________(New   (Renewal  
Name________________________________Facility_________________________________

Please check the box of the address you prefer your APND materials be sent

(Home Address_______________________________________________________________

City______________________________ Zip____________________

(Facility Address______________________________________________________________

City______________________________ Zip____________________

Home Phone______________ Work Phone________________ Fax_____________________

E-mail_______________________________________________________________________

Job Title______________________________________________________________________

#Years as a member:_______________________ # Years Activity Professional_____________

IF A NEW MEMBER, HOW DID YOU FIND OUT ABOUT APND? __________________________________________________

WE WOULD LIKE TO RECOGNIZE THE MEMBER THAT SUGGESTED YOU JOIN APND.  PLEASE WRITE THEIR NAME HERE: _____________________________________________________________________________________________________

MEMBERSHIP:  

$20/Year – You work in what type of facility?      Check all that Apply.

(Adult Day Care     (Ass’t Living          (Nursing Home      (Retirement     (Senior Center

(Basic Care     (Consultant    (Alzheimer’s Dementia Unit          

(Other (Please specify)_______________

 (Check here if you DO NOT want your name on shared mailing list.

Office Use Only


Date Rec’d: _____


Check #:________


Card Sent:  _____











