Membership Application & Information for Directory    

1.  Name________________________________________
 2. Gender_______________

3.  Languages spoken______________________________________________________ 

4.  Home Address_________________________________________________________  5.  Office Address________________________________________________________ 

6.  Email_______________________________________________________________

7.  Telephone (H)__________________________ (O)___________________________ 8.   Fax (H)________________________________(O)___________________________ 

9.   Date & Place of Birth___________________________________________________ 10. Medical School Name & State____________________________________________

      

        Year of graduation_______________________________________

11. Residency____________________________________________________________

12. Fellowship___________________________________________________________  13. Board Certification: Specialty___________________________________________

                                       Sub-speciality _______________________________________                           

14. Membership in Organizations (circle all applicable):  IAPA AAPI APA FAPA              Other_______________________________________________________________  

15. Present Position (circle all applicable): 

Private Practice   


Administration   
 

Private Institution-Clinical 

Teaching    





Public Institution-Clinical 

Research

16. Academic Titles______________________________________________________  

17. Honors/Award_______________________________________________________

18. Interests (circle yes or no for each area):        

      a)  Developing IAPA Chapters                                                   

      Yes     No       

      b) Treating patients of South Asian Origin                                        
      Yes     No        

      c) Developing culturally-sensitive programs for South Asian community     Yes    No  

19. Requested Membership in IAPA (circle one appropriate category):        

      Life member ($350 one-time dues) 
                 

      Member-in-training (no dues)   

Associate life member ($250 one-time dues)

 

Please mail this application with your check to:

Indo-American Psychiatric Association, 107 Chesley Drive, Unit # 4, Media, PA 19063
Enclosed is my check in the amount of $_____________.  





Please include my name, gender, address, email, telephone number, fax number, 


and languages  spoken in the IAPA Directory:    			Yes    No.    





I give consent to include all of the above information in the IAPA Database, 


which can be used for research and sharing with members:    	Yes   No.    





This information will not be used or shared for marketing purposes.    





Signature____________________________________    Date_________________








