‘2," WASHINGTON STATE DENTAL LABORATORY ASSN., INC.
WSDLA P. O. Box 385, Graham WA 98338-0385

| 1-800-652-2212 or 360-832-2471 FAX 360-832-2471
APPLICATION FOR MEMBERSHIP
Name o CDT oRG
Business Name, if applicable o CDL
Address
City/State Zip
Telephone FAX Number E-Mail

TYPE OF MEMBERSHIP: (Please check one)
[ ACTIVE MEMBERSHIP: Commercial dental laboratories

WA State Dept of Rev #

2nd Representative CDT
)

Sole Proprietor ___ Partnership _ Corporation

Specialties: Full Dentures_ Part. Dentures_ Crown/Bridge_ Ceramics____ Orthodontics___ Full
Service_

Number of Full-time Employees: Technicians Office Delivery

[1 Associate Membership: Manufacturers, suppliers to the dental industry, educators
0 Dental Technician: Individual currently practicing dental technology in Washington but does not own a lab.

[0 Student Member: Individual attending dental lab technology school and up to six months after leaving school.
School Completion Date (approx.)

Annual Dues:

Active Member Basic Dues: $250 (includes lab & owner) $250 =%
Plus $25 per full time person + $25 x employees =%
Associate Member (Manufacturer/Suppliers/Educators) Dues: $300 $300 =%
Technician Dues: $125 annually $125 =%
Student Dues: Complimentary Comp =%

New Member Initiation Fee (one time) $25 =% 25
TOTAL =%

A check or credit card number covering initiation fee and dues (annual, semi-annual) must accompany this application. If
the application is not accepted, a refund will be made.

Credit Card # Exp Date VISAo MCo AEo
Security Code (last 3 digits on back ofcard)  Zip Code (where your credit card statement is mailed)

Name on

card Signature

| agree to abide by the Constitution, By-Laws and Code of Ethics of WSDLA and to pay my dues promptly when due.

Applicant’s Signature Date
Mail Application with payment to: WSDLA, P. O. Box 385, Graham WA 98338-0385




Office Use Only: (C:WSDLA Application for Membership)

App Rec’'d Ckd CcC Check #
Sponsor Dist

Rep

1st Ltr Vote Ltr Log Rolodex

Contact E-mail Notes:

iMis

Deposited

NADL
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