
Business

Name: ___________________________________
Street: ___________________________________
City: ____________ State: ___  Zip + 4: _______
Phone: _______________  Fax: _ _____________
Email:___________________________________

License Number: _______________   State: ______
Recruited by: ______________________________

Please fax or mail with payment information to:

Illinois Pharmacists Association
204 West Cook St.
Springfield, Illinois 62704-2526

Or, join online at www.IPhA.org!

Illinois Pharmacists Association 
How Does  

IPhA Membership 
Provide Direct  
Beneýt to You?

1  Make Connections
Benefit from the  
Experience of Others

2  Advance Your  
Expertise
Benefit from Information  
Transformed into  
Knowledge

3  Secure the  
Profession

	 Benefit from the Advocacy 
that Protects Your Future

Business Name: ___________________________
Your Title: _______________________________
Street: ___________________________________
City: ____________ State: ___  Zip + 4: _______
B Phone: _______________ Fax: _____________
Email: ___________________________________

Preferred Address:  Ä Home    Ä Business

Ä Chain Pharmacy
Ä Compounding 
Ä Government Agency
Ä Home Health Care
Ä Hospital 
Ä Independent Pharmacy
Ä Long Term Care
Ä Student
Ä University
Ä Other ______________

Practice Settings

Ä	 Regular Member ................................................................... $250 
Ä	 New Practitioner (within 1 year) ............................................... $100
Ä	 Student Member .................................................................... $  10
Ä	 Technician Member .............................................................. $  40
Ä	 Out-of-State Member ............................................................ $100 
	 (Must be more than 50 miles outside the Illinois border to qualify.)
Ä 	 Retired Member .................................................................... $100
Ä 	 Joint Member (spouse of regular member)  .................................. $100
Ä 	 Corporate Member (non-pharmacist)......................................... $650
Ä 	 Associate  Member (non-pharmacist) ........................................ $250

Ä 	 PAC Contribution ......................................................... $_______
Ä 	 IPhA Foundation Donation ........................................... $_______

	                                                             Total Due:	 $_______

IPhA Membership Type

Ä	 I am interested in serving 
on an IPhA committee.  
Please contact me.

Committees

Ä	 Check Enclosed
Ä	 Visa     Ä	Mastercard
Acct #: ___________________
Exp. Date: ___ / ___ / _______
Signature: ________________

Payment Method

	 Phone:	 (217) 522-7300
	 Fax:	 (217) 522-7349
	 Email:	 ipha@ipha.org
	

Home

As we learn about your areas of 
interest, we will connect you to 
the people, programs or prod-
ucts that best address them.  
IPhA members offer three ways 
in which it has benefited them - 
and can benefit you.



Begin your membership 
experience today!


