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Chapter /Officers Renewal Application:

President:  


	PREFIX (Mr. Mrs. Dr.)
	FIRST
	LAST
	SUFFIX (RPh, PharmD, etc.)

	E-MAIL
	DAYTIME PHONE

	TITLE
	ORGANIZATION

	PREFERRED MAILING ADDRESS   

       ___ Business   ___ Residence
	NPhA MEMBERSHIP STATUS

____ACTIVE MEMBERSHIP

____AFFILIATE MEMBER

____ASSOCIATE MEMBER

____AUXILIARY MEMBER

____LIFE MEMBER

____PHARMACY GRADUATE

____RETIRED MEMBER

	ADDRESS
	

	ADDRESS (CONT'D)                                                   

 
	

	 CITY, ST, ZIP                                               


	


Secretary:  


	PREFIX (Mr. Mrs. Dr.)
	FIRST
	LAST
	SUFFIX (RPh, PharmD, etc.)

	E-MAIL
	DAYTIME PHONE

	TITLE
	ORGANIZATION

	PREFERRED MAILING ADDRESS   

       ___ Business   ___ Residence
	NPhA MEMBERSHIP STATUS

____ACTIVE MEMBERSHIP

____AFFILIATE MEMBER

____ASSOCIATE MEMBER

____AUXILIARY MEMBER

____LIFE MEMBER

____PHARMACY GRADUATE

____RETIRED MEMBER

	ADDRESS
	

	ADDRESS (CONT'D)                                                   

 
	

	 CITY, ST, ZIP                                               


	


Treasurer:  

	PREFIX (Mr. Mrs. Dr.)
	FIRST
	LAST
	SUFFIX (RPh, PharmD, etc.)

	E-MAIL
	DAYTIME PHONE

	TITLE
	ORGANIZATION

	PREFERRED MAILING ADDRESS   

       ___ Business   ___ Residence
	NPhA MEMBERSHIP STATUS

____ACTIVE MEMBERSHIP

____AFFILIATE MEMBER

____ASSOCIATE MEMBER

____AUXILIARY MEMBER

____LIFE MEMBER

____PHARMACY GRADUATE

____RETIRED MEMBER

	ADDRESS
	

	ADDRESS (CONT'D)                                                   

 
	

	 CITY, ST, ZIP                                               
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Chapter Assessment Fee enclosed ($195.00)  

___  Yes  ___  No

Is Chapter an Incorporated entity?  



___  Yes  ___  No 





If Yes, in which state: ____________________

Does Chapter have a Federal Tax ID number:  ___  Yes  ___  No 





If Yes, #:  ______________________________

Chapter Declaration:

I, ______________________________ certify that the above information is complete and 

          (Name of President)

accurate.  I also certify that __________________________________________________

                                                                               (Name of Chapter)

is applying to be recognized as a subdivision of the National Pharmaceutical Association, Inc. and is responsible for compliance with NPhA Chapter Procedures and Guidelines, and is responsible for upholding the NPhA Constitution and By-Laws.

Chapter President:  ____________________________  

Signature:  
        ____________________________

Date:  

        ____________________________
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N A T I O N A L   P H A R M A C E U T I C A L   A S S O C I A T I O N,   I N C O R P O R A T E D
NPhA@NPhA.net * 107 Kilmayne Drive, Suite C * Cary, NC 27511 * 1-800-944-NPhA


