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NAME: ________________________________________________________________

                         LAST                             FIRST                                     INITIAL

ADDRESS: _____________________________________________________________

                          STREET                                                                                                         

                     _____________________________________________________________

                          CITY                                            STATE                                  ZIP

PRINT YOUR NAME AS YOU WOULD PREFER IT TO APPEAR OFFICIALLY:

_________________________________________________________________________

                          NAME                                                                     TITLES

HOME  PHONE:__(         )______________   WORK PHONE:__(       )______________

E-MAIL: ____________________________  FAX NUMBER: ______________________

FCP PROGRAM: __________________________________________________________

ADDRESS: ________________________________________________________________

PROGRAM DIRECTOR: ____________________________________________________

PROGRAM SUPERVISOR: _________________________________________________

DATE OF ENROLLMENT: __________________________________________________

ANTICIPATED COMPLETION DATE: _______________________________________

COMPLETION DATE: _____________________________________________________

Student membership may be maintained while you are in an Academy Approved Education Program, and for not more than 18 months after completion of the education program. 

A letter of recommendation from your Education Program Director or Supervisor is required.  A recommendation has been requested from:

NAME: __________________________________________________________________________

MEMBERSHIP DUES:

There is no fee for the first year of Student Membership.  Then Annual Membership dues will be $25.00.  

August 1st. is the annual renewal date for all membership dues.  If your application is approved within three months prior to the renewal date, your membership dues will be considered paid for the upcoming year.  If your application is approved within the membership year (August-May), the dues will be for the current year.  This determination is based on Board of Directors approval, not on the application date.

MEMBERSHIP REFERRAL:

I was encouraged to seek membership to the American Academy of FertilityCare Professionals by:

CODE OF ETHICS:

I have read and agree to accept and adhere to the principles and standards of conduct defined in the Code of Ethics of the American Academy of FertilityCare Professionals.

   Name                                                                                                         Date

MAIL COMPLETED APPLICATION AND DUES TO:

Elizabeth Martinez, BA, CFCP

2207 Althea Drive

Houston, Texas 77018

Phone: 832-868-9181

elizabethsmartinez@yahoo.com 

APPLICATION 


FOR 


STUDENT


MEMBERSHIP








