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Membership Application

Name:________________________________________________ Date:_______________________

Title:___________________________  E-mail:___________________________________________

Please check where you would like mailings sent:

( Work address



( Home address

________________________________
_________________________________

Facility/Dept.




Street
___________________________________________
____________________________________________

Street/PO Box




City/State/Zip

___________________________________________
City/State/Zip

In what service area do you work?

( Geriatric/Extended Care

( Physical Medicine/Rehab.

( General Medicine


( Mental Health/Psychiatry

( Substance Abuse


( MR/DD

( Pediatrics




( Other__________________________

Mail along with a copy of your current ATRA membership certificate to:

CDARTA 

PO Box 9412

Cincinnati, OH  45209

REMEMBER TO UPDATE YOUR CDARTA REGISTRATION ANNUALLY WHEN YOU RENEW YOUR ATRA MEMBERSHIP!

