
Connecticut Academy of Physician Assistants 
One Regency Drive, PO Box 30   Bloomfield, CT 06002 

 860/243-3977      Fax: 860/286-0787      connapa@ssmgt.com      www.connapa.org 
ASSOCIATE MEMBERSHIP FORM 

 PLEASE PRINT NEATLY. CIRCLE ANY INFORMATION THAT YOU DO NOT WANT PUBLISHED 
IN THE LIST WE DISTRIBUTE TO MEMBERS UPON THEIR REQUEST. 

Preferred Mailing Address  H_____   W_____               Membership Term: 7/1/08 – 6/30/09 
 

Personal Contact Information                                                                        

NAME:_________________________________________________ CREDENTIAL(S) (PA-C, EMT, RN, ND ETC): ___________________ 

HOME ADDRESS :  ______________________________________________________________________________________________ 

CITY: ___________________________________________ STATE: _________________ ZIP + 4: _______________ - ____________ 

HOME PHONE: (                  ) ________________________________       HOME FAX: (                  ) 

________________________________ 

E-MAIL: (EXACTLY AS MUST BE ENTERED) __________________________________________________________________________ 

Employment Contact Information 

EMPLOYER’S NAME: ____________________________________________________________________________________________ 

WORK  ADDRESS :  _____________________________________________________________________________________________ 

CITY: ___________________________________________STATE: __________________ZIP + 4: _______________ - ____________ 

JOB TITLE: _________________________________________________________________________________________ 

EMPLOYER PHONE: (                  ) _____________________________   EMPLOYER FAX: (                  ) 

_____________________________ 

E-MAIL: (EXACTLY AS MUST BE ENTERED) __________________________________________________________________________ 

Check a volunteer opportunty in which you’d like to participate:  
_____ MEMBERSHIP  _____ NEWSLETTER   _____ LEGISLATION   _____ CME PROGRAMS   _____ CHARTER OAK CONFERENCE 

_____ PR/PUBLIC EDUCATION   OTHER___________________________________________________________________________ 

Payment Information 
     A check or money order payable to ConnAPA should be enclosed with this application and returned to the above address. 

If paying by credit card, fill in the information below and either mail, fax or e-mail your form to us. 
           $115.00             Associate Member Dues July 1, 2008 – June 30, 2009 
           Plus Voluntary Support of CT PAF Student Scholarships ($25 suggested): $________           
• Please be advised that under a law passed by Congress, costs of lobbying on behalf of an organization's special interests impact 

how much of the membership dues for that organization are tax deductible. Based on the formula provided, forty-seven percent of 
your dues payment is allocable to lobbying expenditures and therefore according to federal law, nondeductible. Contributions to the 
Connecticut Physician Assistants Foundation (CT-PAF), a tax-exempt organization that grants scholarships to deserving 
Connecticut PA students, are also deductible as charitable contributions. Specific questions about tax implications should be 
referred to your personal accountant.  

Mailing Lists 
ConnAPA enhances its revenues by selling one time use mailing labels to prospective employers, CME Sponsors, and other selected 
individuals. If you do not want your name to appear on such lists, please initial here.  ________ 

 
MC VISA   AMEX#_______________________________________________  EXPIRATION DATE____________________ TOTAL $___________________ 

NAME PRINTED ON CARD______________________________________________SIGNATURE _______________________________________________ 

BILLING ADDRESS _____________________________________________ CITY_________________________ STATE_________ ZIP_________________ 

 
OFFICE USE ONLY 

CHECK #: _____________    AMOUNT: $__________  CHECK DATE: _______________   
 
PAYEE: ____MEMBER     OTHER___________________________ 

 


