MISSISSIPPI OCCUPATIONAL THERAPY ASSOCIATION     

Membership Application – 2011

Previous MSOTA Member? Yes ____  No _____

PLEASE PRINT CLEARLY AND FILL IN ALL AREAS.

Name________________________________________________________________________________________________

                           Last                                          First                                               MI

Address ______________________________________________________________________________________________

________________________________________________________________________(____)________________________

                City                     State              Zip                             County                                             Phone

Position/Title ______________________________________     Employer _________________________________________

Address ______________________________________________________________________________________________

___________________________________________________________________________(___)______________________

                 City                     State              Zip                             County                                         Employer Phone   

Email Address ________________________________________________  Fax No. _________________________________



                                                                         


Your contact information will be listed in a directory provided to members.

Your name and address will not be sold by MSOTA.

PLEASE COMPLETE THIS FORM AND RETURN WITH YOUR PAYMENT FOR MSOTA MEMBERSHIP


                                                             Please Charge My:


MSOTA                                                                           VISA # ______________________________________________


PO BOX 4916					   Mastercard ___________________________________________


Jackson, MS 39296                                                      	   Expiration Date _________________


Phone: 601-853-9564: Fax 601-500-5757


MSOTA@comcast.net


Make checks payable to M.S.O.T.A.                               Signature_____________________________________________


Returned checks will incur an additional charge.





Committee Interests:


Recognition   		___


COTA			___


Continuing Education	___


Legislative & Licensure	___


Nominations		___


Newsletter		___


Public Relations		___


Special Interest Section	___


Reimbursement		___               


                                                             





Membership Categories:    


OTR         $70  ___    


COTA      $55  ___   


Student     $30 ___  


(active until graduation)


   School Attending______


   Anticipated Grad. Date 


    Month/Yr. __________


Associate  $30 ___   


Honorary/ Retired   Free                


  Special Membership Categories:


Magnolia	$50  ___


Cotton		$25  ___


Student Sponsor	$30  ___


(Please select a school of your choice for the two year student sponsorship.)


____ UMC OT


               ____ HCC OTA


   ____ PRCC OTA


              _____ICC OTA











District Membership        


Northern District 		____


Delta District		____


Central District		____


Meridian District		____


South Central District	____


Coastal District		____                  





Special Interest Sections:


Practicing In:                      


___   Geriatrics                          	


___   School Systems  		               


___   Home Health/Community 	


___   Physical Dysfunction       	


___   Education  	                            


___   Mental Health		


___   Administration		


___   Developmental Disability	


___   Sensory Integration		


___   Technology			


___   Work Programs		





Would you be willing to present at an MSOTA continuing education session? 





Would you agree to be listed in an MSOTA speaker’s publication?





If you answered yes to either of these questions, an MSOTA representative will contact you with more information.

















