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	                    DIRECT INDIVIDUAL MEMBERSHIP APPLICATION FORM

Application Date: ______________________                File Number:___________________

⁪ New Member                   ⁪Membership Renewal                       ⁪ Address Change

⁪Registered Nurse              ⁪ Associate/ BSN Nursing Student    ⁪Associate Member

Name: _____________________________ ________________________________  _______

                                          Last Name                          First Name                                    MI

Address:  _________________________        _____________________   _________     _____________

                    Number/  Street Name                             City                                State             Zip Code

Phone Number: __(_____)________________      (______)_______________  _(______)____________
                                     Home                                              Cell                                    Work

E-mail Address:  __________________________Place of Employment _________________________
Position: _________________________             Area of Specialty:  ____________________

Basic School/ College of Nursing Attended: _______________________________________

Highest Degree of Education:  ⁪AS  ⁪ BSN   ⁪ BS   ⁪MS ⁪MSN ⁪ Doctorate
*** You may not qualify for direct individual NAINA membership if there is an Indian Nurses 

Association in the state you are licensed and practicing. Please join the local association and you will automatically become a member of NAINA. 
Please mail the completed form along with a check of $50.00 payable to NAINA to the above address. 

For the special rate of student and affiliate membership fee, contact us at www.nainausa.com. Your 
signature below indicates that you are hereby agreeing to uphold the mission and vision of NAINA.
Signature of the Prospective Member: ___________________________________ Date: ____________
                    OFFICIAL USE ONLY (Membership Director/ Secretary/ Treasurer) 
Application Received On : ________________   Membership Approved:  ⁪  Yes    ⁪ No

Dues for:   20_ _ to 20_ _

___________________________    __________________________     ___________
          Name of the official                              Signature                                 Date
Revised 03/2011



NATIONAL ASSOCIATION OF INDIAN NURSES OF AMERICA








(NAINA)








P.O. Box 190, Elmsford, NY 10523





www.nainausa.com








