
Georgia Association of Physician Assistants 
Membership Application Form 
Please print this form and fax or mail to us at the address at right.  

1905 Woodstock Road, Suite 2150
Roswell, GA 30075
Fax: 770-640-1095

Email: info@gapa.net

 
Name: ______________________________________________________________________ 
 
Credentials: _______________________________________________________________ 
 
Address: ______________________________________________________________ 
 
County: ____________________________________________________________________ 
 
City: ________________________ State: _________________ Zip: _______________ 
 
Home Phone: (___) ________________ Business Phone: (___) ___________________ 
 
Fax:  (___) ______________________ Email:___________________________________ 
 
Type/Specialty of Practice: ________________________________________________ 
 
Supervising Physician: _____________________________________________________ 
 
PA Program: _________________________________Graduation Year: ______________ 
 
Signature: _________________________________________________________________ 
Membership Categories: (Choose one)  

___ FELLOW...........$150/yr - FELLOW members include graduates of PA Programs approved by the Board of Directors and/or 
persons certified by the NCCPA, who are Fellow members of the AAPA and are eligible to vote and to hold office.  

___ ASSOCIATE........$150/yr - (Non-AAPA Member PAs) ASSOCIATE members include PAs certified by the State of Georgia 
and other PAs approved by the Board of Directors and may vote on non-AAPA matters and hold office as directors-at-large.  

___ AFFILIATE........$25/yr - Affiliate members shall include other persons not eligible for Fellow or Associate membership who 
desire to affiliate with the Association.  

___ STUDENT..........$Waived - (for entire student period + 6 months) - STUDENT members are persons enrolled in Board-approved 
programs training PAs and may not vote or hold office except for the student member(s) elected by their peers for positions on the 
Board of Directors.  

  Check if you would like to be added to GAPA’s mentor list (for precepting pre-PA and PA students) 

Please consider the following options: 
$___________   Student Scholarship Fund Donation  
$ 25.00    PAs For Healthcare Access (suggested minimum)  

$___________ Total 
PAYMENT INFORMATION:  
Please check one: Please charge $_______ on my credit card. 
I am enclosing ___Check ___Money Order  

I authorize GAPA to charge my ___Visa ___M/C ____ AmX 
Date: ____________________________________ 

Card Number:______________________________  

Exp. Date:________________________________  
Signature: _______________________________  

GAPA's membership year is from January 1 - December 31 of each year.  For someone who submits dues after September 1, they will be considered a member for the 
balance of the current as well as the entire subsequent year. Membership investments in GAPA are not tax deductible as charitable contributions but a portion is 
deductible as a business expense. Since the GAPA engages in lobbying, under Federal law, 45% of annual dues payments are non-deductible.  
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