MEMBERSHIP FORM
Please note, you can join the Global Alliance or renew your membership securely on-line at our website:  www.bhjustice.org
You can also join or renew your membership by completing this form and e-mailing or faxing (if paying by credit card) or sending by mail (if paying by check) to the following address.  
Global Alliance for Behavioral Health & Social Justice
P.O. Box 995
Crozet, VA  22932
FAX:  434-812-2169
E-Mail:  Membership@BHJustice.org
Please use this opportunity to provide or update your contact information and field of study/professional interests. 
Member Name: ___________________________________________________________________________________
Profession/Credentials:_____________________________________________________________________________

Organizational Affiliation:___________________________________________________________________________
Mailing Address:  __________________________________________________________________________________
City, State:  _____________________________________________  Zip:  _____________________________________
Phone: ________________________________________Email:  ____________________________________________
Field of Study/Professional Interest:
    Community/School Mntl Health
    Sexual/Reproductive Issues

Marriage/Family 
      Immigration & Refugees

    Inclusion/Exclusion


Violence-Intimate/Family 
      Youth Mntl Health/Behaviors
    Family Homelessness


incl. Child Abuse/Neglect 
      Health Disparities


    Resilience & Coping


Practice/Service Delivery to 

      Systems Integrations
/Design

    Human Rights


underserved populations


Other:______________________________________________________________________________________________________

      Enclosed is my check in US dollars (no cash or foreign currency, please) made payable to the Global Alliance.    

      Charge my credit card 

Mastercard
       Visa

AMX
       Discover

Please remember that your credit card address must match your address on file with the Global Alliance.
Name of Cardholder _______________________________________________________________________________
Billing Address (if different from mailing address):  _______________________________________________________

City, State:  _______________________________________________ Zip:  ___________________________________

Credit Card Number:  __________--__________--__________--_________  Expiration Date: ___ /____ 
Card Security Code (CVV2/CID) _______
Category					Annual Dues		 


Regular Member					________ $85.00		Membership Certificate (optional)	________ $    7.00


Retired Member					________ $60.00		 


Student Member					________ $30.00		Additional contribution		$_____________


      (Proof of student status must be included)				(Supports awards & special projects)


Early Career 					________ $55.00		





AACP Dual Membership				________ $205.00


2-year Regular Membership			________ $165.00


2-year Retired Membership			________ $100.00	TOTAL ENCLOSED	$______________











