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                                      Washington Association of Physicians of Indian Origin

Application for Membership/Dues/Data Update

                                                           2637 SW 172nd street, Seattle, WA 98166  Contact: Admin@wapiusa.org  

Check  appropriate box here:  (    ) New membership           (    ) Renewal       (    ) Change Address & Info       (   ) Other

	Name *


	Primary Specialty *

	Home Address:

	Office Phone# *

	City                                                       State                          Zip


	Office Fax# *

	Home #                                                               Cell#

	Medical College

	Email Address


	Year of Graduation


 *Your Name. Specialty, Office Info. may be used for directory/advertising purpose unless you notify WAPI in writing.
Spouse’s  Last Name:                                             First Name:                                                     Middle_____________
 Is spouse an MD? (    )Yes    (   ) No  (If yes, fill in below; Fill in separate form if she/he wants to be a WAPI member)

Address:  (if  different from above):__________________________________________________________________
Home Phone: (_____)__________________________Email:_______________________________________________

College:_____________________________________________________     Year of Graduation:___________________

Membership  Qualification Questions.
Members of WAPI abide by its bylaws. To assist us in upholding bylaws, please provide the answers to the following questions.

Yes  No

(   )  (   ) 1. Do you consider yourself  a physician or allied health professional  with Indian heritage?  ( Please refer to WAPI’s  bylaws at 
                   www.wapiusa.org)

(   )  (   ) 2. Have you had your membership in any professional organization revoked or denied? If yes, please explain on back page.
                ( The foregoing information is true and complete. Please attach separate sheet if you need to explain any of your answers.)

Signature ____________________________________________________________ Date______________________________________

	Please Select Membership Category.

(    )   $750   Life Membership

(    )   $1000 Joint Life Membership                                         

(    )   $500   Life Membership (if spouse is already  a Patron Member)

(    )   $500   Life Membership Retired Physician
(    )   $100   Annual Membership

(    )   $  50    Annual Membership for Retired Physician.

(    )   $  Waived    Medical Student Membership

(    )   $  Waived    Resident Membership
	Membership is contingent upon WAPI’s governing body’s acceptance of the membership application. The endorsement, deposit or negotiation of an applicant’s check does not constitute admission in to or acceptance of membership by the WAPI. Checks received will routinely be negotiated and deposited. However if your application is not approved for membership by gov body, you will receive  a refund from WAPI for the amount submitted. The review will occur at WAPI’s gov body meeting that follows receipt of your application.


Payment Method:  (   ) Check payable to WAPI  (   ) Visa   (   ) Master Card,     Name on Card (if different)_________________

	Credit Card Number>>
	         
	 
	 
	 
	 
	 
	 
	 
	 
	  
	 
	  
	  
	  
	 
	 


Expiration Date: ________Month/Year 

(    ) Check here for automatic renewal of annual dues (Must provide credit card information)
Member’s signature:_______________________________________________Date______________________________

For Admin Use:  (   ) Pmt Rec’d  (   ) Bank Deposit    (   )Dues Posted  (   ) Database updated  (   ) Email List updated  (   ) Other

Membership Form Approved by Gov Body 12/04
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