
Professional Membership Application

Date_____________________
In order to process your membership, we must receive documentation that you have met the 
criteria below:

1. Copy of your diploma from a CNME accredited Naturopathic College
2. Copy of your license as a Naturopathic Physician.

Name:! ___________________________________ Degree: ____  Other degrees: ___________
Naturopathic college: ____________________________________ Graduation year: _________
Other professional, academic or specialty training:_____________________________________

Clinic name:! ________________________________________________________________
Clinic address: _________________________________________________________________
City: __________________________  ! State: _______ !Zip code: ____________!
Clinic phone:! _________________  ! Clinic fax: _____________________!
Home phone: ___________________  ! Email address: ________________________________
State(s) licensed: ________________  ! AK License number:  ______

Have you ever had your license suspended or revoked in any state? ! ___Yes!! ___No
If yes, please explain in an attached letter.

Have you ever been convicted of any criminal charges?! !   ! ___Yes!! ___No
If yes, please explain in an attached letter.

Please check your specialties:
____Acupuncture! ! ____Family practice! ! ____Homeopathy
____Gynecology! ! ____Nutrition! ! ! ____Natural Childbirth
____Botanical Medicine!! ____ND Manipulation! ! ____Other_________________

First year membership dues are $50.  Regular memberships are $250 per year.
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Credit card number:! ________________________________!Expiration date: ____________
Signature of cardholder:!_________________________________________________________

If accepted for membership in the Alaska Association of Naturopathic Physicians, I agree to abide 
by its mission, policies and bylaws, follow its code of ethics and uphold the high standards of 
naturopathic medical practice.

Signature: _____________________________________________! Date:! ____________

The Alaska Association of Naturopathic Physicians respects your privacy and does not sell or share our database with any other group or business.

JANA NALBANDIAN, ND       DAN YOUNG, ND         AMY CHADWICK, ND         KIRSTEN NIELSEN, ND
 President             Vice President             Secretary   Treasurer

209 W Cedar Ave. Palmer. AK 99645. 907.745.3999   www.akanp.org

http://www.akanp.org
http://www.akanp.org

