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2016-2017
Membership Form
State Name:






Agency Name:
	
	


Mailing Address:
	


City:







Zip Code:
	
	


Primary Contact:


    

             Title:

	 
	


Phone:



     


Email:
	
	


	State Agency Membership Type:
 FORMCHECKBOX 
  Institutional  $400.00 (10 voting members)


(2 year membership)


 FORMCHECKBOX 
  Individual  $80.00


Please provide the name, phone number, email address and committee interest (if applicable) for each member.
	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


	Name:
	
	Committee Interest(s):

 FORMCHECKBOX 
 Member Services   FORMCHECKBOX 
 Legislative   FORMCHECKBOX 
 Financial   

 FORMCHECKBOX 
 Conference Planning   FORMCHECKBOX 
 Nominating

	Phone:
	
	

	Email:
	
	


Please fill form out completely, print and remit with a check or money order payable to:
CACFP National Professional Association

New York State Department of Health - CACFP
150 Broadway, 6th Floor West

Albany, NY 12204

Attn: Sheri Alberti




FEIN:  45-0440145
2
1 
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