
 

 
 

Please PRINT clearly   □ Mr. □Ms. □Mrs.  
First Name ____________________________Middle Initial ________ Last Name __________________________ 

Certification □ COA    □ COT    □ COMT    □ ROUB   □ CDOS   □ Other___________   

If JCAHPO Certified, ID# _______________   Date of Birth ______/ ______/ _____   
    
Preferred Mailing Address:  □ Home □ Work 
Home Address _____________________________City ___________________ State __________ ZIP __________ 
Telephone _____________________________________ Fax ___________________________________________ 
E-mail _____________________________________  

Business Name _______________________________________________ □ I do not currently work in ophthalmology 
Address ________________________________City________________________ State ________ ZIP __________ 
Position _____________________________________________ I have been in my current position since_______ 
Telephone _____________________________________ Fax ___________________________________________ 
E-mail ____________________________________________________________________ 

□ YES, welcome me on the “Members” page of www.atpo.org   □ No, do not list me on the “Members” page  

□ I am interested in volunteering on a committee. Please contact me 
 

Membership Category 

□  Regular Member 1 year/$75.00 (ATPO only)    □ 3 years/$175.00 (ATPO only) 

□ 1 year/$95.00 (ATPO & CLAO) (save $65.00)     □ 3 years/$250.00 (ATPO & CLAO) (save $230.00) 

□ Student Member 1 year/$20   
              
*Student Members please fill out information below.  
*Program/School________________________________________________________________________________ 
Graduation Year 20_______________*Program Director’s Name__________________________________________ 
Program Director’s Signature ______________________________________________________________________ 
 
Annual Fund 
My gift to advance ATPO activities:  

□$5.00    □$15.00    □$25.00    □Other     $ ______________   TOTAL Amount Due $ ________________ 
 

Method of Payment 

□Check (payable to ATPO)  □VISA   □MasterCard  □Discover  □American Express 
 

Credit Card #_____________________________________________________________________________________ 
Expiration Date ______/______ Security (SVC) Code (found either on front or back of card) _____________________ 
Name of Cardholder (please print) ___________________________________________________________________ 
Cardholder’s billing address ________________________________________________________________________ 
City________________________________________________________ State ________ ZIP ____________________ 
Cardholder’s Signature _____________________________________________________________________________ 

2025 Woodlane Drive, St. Paul, MN 55125 
Toll-free (800) 482-4858 / Telephone (651) 731-7225 / Fax (651) 731-0410 

ATPOmembership@jcahpo.org 
www.atpo.org 

DISCLAIMER: ATPO dues are not deductible as a charitable contribution for federal tax purposes; however, dues may be deducted as ordinary and necessary 
business expenses under Section 162 of the Internal Revenue Code. Membership is for one year from the date dues are received. 

http://www.atpo.org/�

	salutation: Off
	First Name: 
	Middle Initial: 
	Last Name: 
	COA: Off
	COT: Off
	COMT: Off
	ROUB: Off
	CDOS: Off
	Other: Off
	undefined: 
	If JCAHPO Certified ID: 
	Date of Birth: 
	undefined_2: 
	undefined_3: 
	Home: Off
	Work: Off
	Home Address: 
	City: 
	State: 
	ZIP: 
	Telephone: 
	Fax: 
	Email: 
	Business Name: 
	I do not currently work in ophthalmology: Off
	Address: 
	City_2: 
	State_2: 
	ZIP_2: 
	Position: 
	I have been in my current position since: 
	Telephone_2: 
	Fax_2: 
	Email_2: 
	YES welcome me on the Members page of wwwatpoorg: Off
	I am interested in volunteering on a committee Please contact me: Off
	No do not list me on the Members page: Off
	Regular Member 1 year7500 ATPO only: Off
	1 year9500 ATPO  CLAO save 6500: Off
	Student Member 1 year20: Off
	3 years17500 ATPO only: Off
	3 years25000 ATPO  CLAO save 23000: Off
	ProgramSchool: 
	Graduation Year 20: 
	Program Directors Name: 
	500: Off
	1500: Off
	2500: Off
	Other_2: Off
	undefined_4: 
	TOTAL Amount Due: 
	Check payable to ATPO: Off
	VISA: Off
	MasterCard: Off
	Discover: Off
	American Express: Off
	Credit Card: 
	Expiration Date: 
	undefined_5: 
	Security SVC Code found either on front or back of card: 
	Name of Cardholder please print: 
	Cardholders billing address: 
	City_3: 
	State_3: 
	ZIP_3: 


