
    Membership Application Form

Membership Dues are $40.00 per Program for the 2016-2017 Fiscal Year

County:  ______________________ Program Name:  _____________________________________________

Contact Person/Title:  ______________________________________________________________________

Address:  _________________________________________________________________________________

City/State/Zip:  ____________________________________________________________________________

Phone:  ____________________________________
Fax:  ________________________________________

Email:  __________________________________________________________________________________


Please make check for payable to NCACRP and send with this form to:
Charissa M. Puryear

P.O. Box 926/208 Wall Street 

Oxford, NC 27565

P: (919) 603-1350  F:(919) 603-0268

charissa_puryear@ncsu.edu
****This form is due back with a check for membership and insurance to the NCACRP Treasurer by August 12, 2016. All insurance payments to Citizens Insurance will be made through NCACRP.
Payments Enclosed:

   ___ Membership Fee ($40.00)

   ___ Insurance Fee_______ + $25.00 administration fee -$ __________

  Total Check Amount Enclosed: _____________

Deadline:


August 12, 2016!!





Citizens Insurance


Do you wish to acquire Citizens Insurance for your program?    ______Yes	_____No


Please be advised that this is your renewal order and invoice for participation in the NCACRP accident policy. The renewal date of your policy is August 30, 2016. Please complete the following:


# of full time staff____     # of part time staff____





Option 1:


____ 	I wish to participate in the accident policy with _____ clients and ____ volunteers at a rate of $2.25 


            each for a total premium of $_________ due back with this form. 





Option 2: For coverage in professional and general liability policy please complete:


____	I wish to participate in the general/professional liability policy. My premium is determined by my 


     	annual budget. Annual Budget is $___________. 


(I will receive an invoice for my portion after everyone has turned in this form)





I understand that I will be charged an Administration Fee of $25.00 per policy in which I participate. This fee is in addition to the premium and other fees charged by the company and/or agency.





Signature of Program Director_________________________________________________





	





Office use only:Date received:_________


check #: _____________


check amount:__________








Office use only:


Date received:_________


check #: _____________


check amount:__________


___ ledger     ___computer











