
AMCP MEMBERSHIP APPLICATION
please enter the amcp member who referred you for membership  
(if applicable).

referred by

[ ]

SEND COMPLETED FORM TO AMCP:  675 N Washington St   |   Suite 220   |  Alexandria, VA  22314   |  Tel 703/684-2600   |   Fax 703/684-2651   |  or join online at www.amcp.org

DEMOGRAPHIC  INFORMATION 
please tell us:

I.	 What degrees/designations do you hold?

l  BS Pharmacy	 l  PharmD 

l  MPA	 l  MPH 

l  PhD		 l  JD 

l  MBA	 l  RPh 

l  MD		 l  RN 

l  Other (specify below)	 l  DO

	 _________________________________________________________

II.	 Which of the following best describes your  
	 employer? (check one)

l	 ACO/PCMH/Emerging Care Model	 l	 Medical/Physician Group 

l	 Adherence Service Provider	 l	 MTM Service 

l	 College/University	 l	 PBM or Mail Service 

l	 Community Pharmacy	 l	 Pharmaceutical Industry 

l	 Consulting Firm	 l	 Press 

l	 Government/Military	 l	 Research/Analytics 

l	 Health Plan	 l	 Retired 

l	 Hospital/Health System	 l	 Specialty Pharmacy 

l	 Managed Markets Agency	 l	 Technology/IT     

l	 Medical Education	 l	 Wholesale/Distribution/ 

l	 Other (specify below)	 	 GPO

	 _________________________________________________________

III.	 Which of the following best describes your job  
	 function(s)? (check one) 

l	 Academic Faculty/Staff	 l  Pharmacy Director/ 

l	 Case Manager	       Assistant Director 

l	 Clinical Pharmacist/Coordinator	 l  Pharmacy Manager 

l	 Consultant	 l  Pharmacy Technician 

l	 Contracting/Distribution/	 l  Pharmacy/Provider 

	 Supply Chain	       Network Management 

l	 C-Suite Member/VP	 l  President/CEO 

l	 Formulary/Drug Use Mgmt	 l  Product/Program Devel 

l	 Graduate Student	 l  Prof./Trade Relations 

l	 Legal Affairs/Govt Affairs	 l  Research - Outcomes/Clinical 

l	 Marketing/Sales	 l  Resident/Fellow 

l	 Medical Affairs	 l  Retired 

l	 Medical Director/CMO	 l  Staff/Operations Pharmacist 

l	 Not Employed	 l  Student 

l	 Other (specify below)

	 _________________________________________________________

IV.	Indicate your license or eligibility for licensure below. 
	 (check one) 

l  MD	 l  Other ________________ 

l  Not Applicable	 l  Physician Assistant 

l  Nurse	 l  Pharmacist 

l  Nurse Practitioner	 l  Pharmacy Technician

AMCP dues are not deductible as a charitable contribution for U.S. 

federal income tax purposes, but may be deductible as a business 

expense. AMCP estimates that 11% of your dues are not deductible 

because of AMCP’s lobbying activities on behalf of its members.  

AMCP contributes $5 of all Active and Associate annual dues to 

the AMCP Foundation. AMCP memberships are not transferable or 

refundable.

MEMBER  INFORMATION 

	 l Mr.	 l Ms.	 l Mrs.	 l Dr.

first name	                 last name

title

organization name 

organization address

city 	 state 	 zip code

home address

city 	 state 	 zip code

send all mailings to my: 	 l Company Address	 l Home Address

work telephone	 fax

home telephone	 cellular telephone

email address (primary)	 email address (secondary)

ANNUAL MEMBERSHIP RATES 

	 l Active Member . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                     $275 per year
	 Active membership – must be a pharmacist, physician, nurse, nurse practitioner, or physician assistant.

	 y 	NEW GRAD DISCOUNT! If you have graduated in the last two years, deduct 50% from Active Member Dues.

	 required for pharmacists:

	 school/college of pharmacy	 graduation year	 state(s) licensed

	 l Associate Member  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                  $440 per year

	 l Pharmacy Technician . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                                 $145 per year

	 l Student Pharmacist Member  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                            $45 per year

	 required: graduation date (month/year)	 school/college of pharmacy

	 l Resident/Fellow/Graduate Student Member  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .                                $100 per year

	 required: completion date (month/year)	 site

	 school/college of pharmacy	 graduation year	 state(s) licensed

	 l Active Duty in Uniformed Services  . . .     deduct 50% from Active or Associate Member Dues per year

	 l Retired Rate. . . . . . . . . . . . . . . . . . . . . . . .                          contact AMCP at memberservices@amcp.org for details

METHOD OF PAYMENT 

 	 l Check made payable to AMCP for $ ________________ (in US funds drawn on a US bank)

	 l Charge $ ________________ to my credit card:   l Visa       l MasterCard       l American Express

	 card number

	 expiration date

	 cardholder printed name

	 cardholder signature FEB2018


