NATIONAL ASSOCIATION OF PORTABLE X-RAY PROVIDERS ANNUAL MEMBERSHIP APPLICATION
This application is an official request for information that all members are required to provide the NAPXP on an annual basis.  Failure to disclose truthful information is grounds for loss of membership, forfeiture of dues and the right to attend Association functions.  If you are a current member in good standing, please complete and return this document along with your annual dues payment.  If you are a new applicant, please submit this membership application along with an initial payment of $400.

Please type or print clearly:
Company Name: 
_____________________________________________________

D/b/a (if different from above) _____________________________________________

Mailing Address: 
_____________________________________________________

City/State/Zip:

_____________________________________________________

Contact Person:
_____________________________________________________

Email Address:
_____________________________________________________

Contact Phone:
_________________________ Contact Fax: _________________

Are you owned all or in part by a Hospital, HMO, Lab, Nursing Home or other Healthcare firm?  ______  If yes, Please explain: _______________________________

_______________________________________________________________________

Are you owned by another portable x-ray firm?  _____ If Yes, Please explain: _______

_______________________________________________________________________

List the name of all owners, partners or officers of your portable x-ray company.  Include address, phone, fax, email & EIN numbers: _____________________________
______________________________________________________________________________________________________________________________________________Is the Company, Owner or partner been convicted of any felony within the last  3 years?  _____  If Yes, you will be contacted by a member of the Executive Board for additional explanation.
Were you referred to join by another NAPXP member?  _______

If yes, Please name the NAPXP member:  _____________________________________

_____________________________________

      _____________________

Please Sign Application




      Date

If new applicant, please return this form with $400 application fee to:

NAPXP

2584 West Village Terrace

Springfield, MO  65810
email:  tv51@sbcglobal.net    Fax:  417-832-1257
