Kentucky High School Athletic Directors Association Membership Application

2009-10 School Year

(Membership Year is September 1- August 1)

__Dr.  ____Mr.  ____Mrs.  ____Ms.

First Name 



MI 
 Last Name 




                   (as it appears on your driver’s license)

Informal First Name: __________________
Designation: ___________________________ 

Title: ______________________
                                    (if any)    (Ph.D., CAA, religious, etc. )

Home Address:___________________________________________________
City: _______________________State:_________  Zip: __________________

Office Telephone No.: (_____ ) _____________________ 
Home Telephone No.: (_____)_____________________

Email  Address:  __________________________________________

For insurance purposes, the following information must be provided:

Social Security No.:__________________________ Date of Birth: ____ - ____ - ____         ___Male   __Female

School or Organization:  _____________________  Basketball Region #: ______

Office Address: _____________________ City:  ______________________________ State:_________ Zip: __________
Preferred Mailing Address:      ___Home   ___School/Organization 








Price


Total
Regular Membership




$50


$_____

Retired Membership




$25


$_____








Total


$_____
Life Insurance Information:

Active Member under age 70

$5000 Life Insurance and $5000 AD&D

Active Member 70 and over

$2500 Life Insurance and $2500 AD& D

Retired Member under age 70

$5000 Life Insurance and No AD & D

Retired Member 70 and over

$2500 Life Insurance and No AD & D

Complete this form and return along with conference registration form

NIAAA Membership Renewal Form 2009-2010
___ Mr. 
___ Mrs.
___ Ms.
___ Dr.

___ New Member
___ Renewal
Member ID# 





First Name 


 MI 
 
Last Name 




(As it appears on your drivers’ license)

School or Organization: 





Office Address: 





City: 




State 


ZIP 


Office Phone 




Home Phone 




Fax: 




Email address: 





Home Address 





City 




State 


ZIP 


Preferred Mailing Address: ___ Home
___ School
SSN: 




For life insurance purposes, the following must be provided:

Birthdate _____ - _____ - _____
__ Male  ___ Female
Smoker  __ No
__ Yes

Please select one category

___ Caucasian

___Latino
___American Indian
___Asian

___ Pacific Islander
___African American

___Multi-Cultural


___ Alaskan Native 









Price


Total

Regular Membership





$60


$_____

Retired Membership





$30


$_____

Regular Life Time Membership – one payment plan

$600


$_____

Regular Life Time Membership – two payment plan

$325


$_____

($325 payments each year for 2 consecutive years)









TOTAL

$_____
Complete this form and return along with conference registration form

