
NAME | MAILInG ADDRESS	

HOME: 
CELL:
WORK:
FAX: 
LIcENSE NUMBER: 
E-MAIL: 

COnTAcT InFORMATIOn

 Active Pharmacist & LRAC Membership.........$245
 Active Pharmacist......................................................$195    
	Husband & Wife Pharmacist ....................................$340
	Associate Pharmacist 
	 (out of state|non-practicing) .................................$135
	 Pharmacy Professional Student in WA State .........$20
	 Graduate Pharmacist First Full Year.........................$95     
	 Pharmacy Practice Resident ..................................$85
	 Retired Pharmacist ...................................................$75
	 Pharmacy Technician...............................................$50
	Associate Non-Pharmacist ......................................$135

Spokane Pharmacy Association
	Practicing Pharmacist, Pharmacy Rep (RPh or non RPh)
      other Health Professionals and Industry Reps........$50
	Pharmacy Technician or Retired Pharmacist.........$25
	Pharmacy Student.....................................................$10

Total B: $ _____________

A. MEMBERSHIP DUES	

 Legislative and Regulatory Affairs Council (LRAC)
     Individual Membership.....................$50 		         $50 (optional)

 Washington State Pharmacy Foundation (student scholarships)

	                                                        Donation Amount: $______________
 
(*Contributions to WSPF are optional. Contributions to the Washington State Pharmacy 
Foundation (WSPF) are tax deductible as a charitable contribution. Contributions to 
WSPA or LRAC are not deductible as charitable contributions. However, WSPA dues may 
be deductible as an ordinary and necessary business expense. A portion of your dues 
(approximately $30.00) includes a subscription to the official publications of the Washington 
State Pharmacy Association, Non-deductible portion of WSPA dues: 15% (attributable to 
Lobbying Expense.) 

C. VOLUnTARY COnTRIBUTIOnS

Total C: $ _____________
D. AMOUnT DUE

Total A+B+C= $ ____________
Please subtotal.

Return this form with your payment to: Washington State Pharmacy Association,
411 Williams Avenue S, Renton, WA 98057 or fax to: (425)277-3897

Payment may be made by check payable to WSPA
OR 

Authorization to charge Amount Due to my credit card:   

 Visa     MasterCard            American Express 

Card Number:______________________________________________

Expiration Date: ____________________________________________

PAYMEnT	

Employer|Pharmacy:

______________________________________________

Employer Address:

______________________________________________

______________________________________________

City | State | Zip:

______________________________________________

E-mail Address:

______________________________________________

Date of Birth: _______-_______-___________         

University and Year of Graduation: 

______________________________________________
Practice Academy (choose all that apply):
 Pharmacy Owners
 Long-Term Care
 Health Systems
 Community/Ambulatory Care
 Technicians
 Students

411 Williams Avenue S | Renton, Washington | 98055 | Phone: 425.228.7171 | Fax: 425.277.3897 | www.wsparx.org 

Please complete the information below. 2010 Membership Notice

PLEASE COMPLETE THE FOLLOWInG:

B. LOcAL CHAPTERS

Total A: $ _____________


