QUAD CITIES AREA
YADVANCED PRACTICE NURSE
PHYSICIAN ASSISTANT

ALLIANCE

2010 MEMBERSHIP FORM
Name:
Address:
Citys _______ State: ZIP:
E-mail address:
Phone number: (home) (worky____________________ (celly
State(s) licensed: License #:

Licensedas a(ny): ¢ YAPN ( ) PA ( ) Both

Program graduated from: (year)

Primary specialty: Secondary specialty: _______________________

Special Certifications:

Membership QCA APN/PA Alliance:( ) Fellow ¢ ) Student

Fellow: APN or PA licensed or eligible to practice in the United States $25.00
Student: $10.00

Membership ACC: ¢ ) Fellow

Fellow: APN or PA licensed or eligible to practicein the United States $60.00

DISCOUNT -JOINT FELLOW MEMBERSHIP - ACC & QCA APN/PA ALLIANCE

$55.00

Amount enclosed: $ ( ) check ¢ ) cash

Mail to: QCA APN/PA Alliance
P.O. Box 4349
Davenport, |A 52808

Special Interest/Expertise:

Willing To Give Presentations On:

Additional Comments:

Visit our Web sites: www.gcaapnpa.org and www.amcollege.org

Amerfcan

College of

Clinicians
NE'PA



http://www.amcollege.org/
http://www.qcaapnpa.org/

QUAD CITIES AREA

YADVANCED PRACTICE NURSE
PHYSICIAN ASSISTANT

ALLIANGCE

Please Complete This Supplemental Information

In an effort to increase our visibility to all health care professionals and the
general public your PROFESSIONAL INFORMATION ONLY will be
published is appropriate professional and lay brochures.

Thank You for your cooperation!

NAME (PLEASE PRINT)

WORK ADDRESS

WORK FAX

COLLABORATIVE PHYSICIAN(S)

PLEASE INCLUDE YOUR BUSINESS CARD
Are you accepting new patients? (please circle) YES NO

By completing this form, I authorize the QCA APN/PA Alliance to use this information
as stated above.

Signature Date




