Illinois State Society of Radiologic Technologists
Affiliated with American Society of Radiologic Technologists
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ISSRT MEMBERSHIP APPLICATION FORM
PERSONAL INFORMATION
First Name:_____________________________________________________ Last Name: ___________________________________________________
Home Address: _________________________________________________________________________________________________________________
City, State, Zip Code: ___________________________________________________________________________________________________________
Phone Number: ________________________________________ E-Mail: _______________________________________________________________

SCHOOL INFORMATION (If applying for Student membership)
School Name: _______________________________________________________ Program Director: _____________________________________
School Address: ________________________________________________________________________________________________________________
City, State, Zip Code: ___________________________________________________________________________________________________________
Program Length: _____________________________________________Anticipated Graduation Date: ________________________________
Program Modality: (Circle one) 	Radiography	Radiation Therapy	Nuclear Medicine	Sonography
Program Type: (Circle One)     Hospital Certificate	  Hospital Degree     College Certificate    College Degree
Illinois Region: (Circle one) 	North		Central		Southern	

EMPLOYER INFORMATION (If applying for Technologist membership)
Employer Name: ________________________________________________________ Position: ____________________________________________
Employer Address: ____________________________________________________________________________________________________________
City, State, Zip Code: ___________________________________________________________________________________________________________
Work Phone: _____________________________________________Work E-Mail: ______________________________________________________
Certification: _________________________________________________ ARRT Cert. #: _________________________________________________
Specialty: _________________________________________________Degree/Designation: _____________________________________________
Illinois Region (Circle one):     North         Central         South        ASRT Number: __________________________________________

Membership Type: (Circle one) 	Student one-year $25	Student two-year $40	Technologist $50


[image: ]	My check for $ _______________ is enclosed payable to ISSRT.
[image: ]	Please charge $ _______________ to my credit card below.

[image: ]  Visa		[image: ]  MC		[image: ]  Discover		[image: ]  Amex
Card #____________________________________________________________________________________________________________
Exp. Date: _________________________________________	CCV: ____________________________________________________
Name as it appears on card: ____________________________________________________________________________________
Billing address: __________________________________________________________________________________________________
____________________________________________________________________________________________________________________
Bottom of Form
Signature: ________________________________________________________________________________________________________


Please return completed form with payment to:  ISSRT 310 W. Lake St., Ste. 111, Elmhurst, IL 60126.
[bookmark: _GoBack]Once your membership application has been received and processed a membership card will be mailed to you. If you have any questions please call the ISSRT office at (800) 9-ISSRT-9.
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