
 
 
Name of University:   __          
 
Name of Program: _          
 
Program Director: _          
 
Address: __            
 
             
 
Phone: _            
 
Fax: _             
 
E-mail: _            
 
Chapter Advisor:            
 
Chapter Advisor E-Mail:           
 
AUPHA Membership 
Status:     Full Graduate 
     Associate Graduate Candidate 
     Full Certified Undergraduate 

  Associate Undergraduate Candidate 
 
Check Number: _           
 
Credit Card Number: _      Exp:     
 
Name on Card: _       Card Type:    
 

Please mail or fax this form, with payment of $100 for your annual chapter dues, to: 
 
Student Affairs 
AUPHA 
2000 14th Street N, Ste. 780 
Arlington, VA  22201 
 

A program of the Association of University Programs in Health Administration 

2000 14 Street N, Ste 780, Arlington VA 22201 

703-894-0940 ext 122 ●  703-894-0941 

www.aupha.org  ● AUPHA Network 

http://www.aupha.org/
http://network.aupha.org/AUPHA/AUPHA/Directory/GroupDetails/Default.aspx?CommunityKey=d005cae8-fc72-4fa1-9535-4facee1846de

