
 

Brain Injury Business and Professional Council Membership 
Application                                                           

Associate and Professional Members 

 

1. Please complete the information below 

Type of Membership:  □ Associate               □ Professional             □ Young Professional 

Voting Representative Name:_____________________________________________________________ 

Title:_________________________________________________________________________________ 

Credentials:___________________________________________________________________________ 

Company Name:_______________________________________________________________________ 

Street Address_________________________________________________________________________ 

City:____________________________________State:________________Zip:_____________________ 

Telephone:_______________________________E-mail:_______________________________________ 

2. Select your payment method 

□ Sending Check Bill my     □ AMEX          □ MC          □ Visa 

Name on Card:_________________________________________________________________________ 

Billing Address:________________________________________________________________________ 

City:__________________________________State:______________Zip:_________________________ 

Card #:_______________________________________________________________________________ 

CID (three or four digit code on the back of card):____________________Expiration:________________ 

Signature:_____________________________________________Date:___________________________ 

Printed Name__________________________________________________________________________ 

3. Areas of interest: 

□ Advocacy and Public Policy   □ Efficacy and Outcomes   □ Standards of Care   □ Membership 

Other:________________________________________________________________________________ 

Comments:____________________________________________________________________________
_____________________________________________________________________________________ 
 


