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2012 - PRACTICING MEMBER   - MEMBERSHIP REINSTATEMENT APPLICATION






Page 2 … Reinstatement application: 

All applicants for reinstatement must submit the following:
· Administrative Fee of  $105.00  ($100.00 + $5.00 GST)
· Payment of current fees owing for the month of  application (See Pro-rated Fee Summary) by either a cheque made payable to MTAM, or by credit card.

  ( please check below and provide required information.)          
⁭  Cheque (s)    FORMCHECKBOX 
 Visa   FORMCHECKBOX 
 MasterCard  (complete credit card information form)
⁭ I would like to pay my fees in “split payments” (Administrative fee plus insurance premium owning at time of application plus two equal payments for pro-rated membership fees.) 
Total Fees Owing:
	Reinstatement Fee
	Membership Fees

Month of Application
	GST
	Insurance 

Month of Application
	Total

	$100.00
	
	$5.00 +
	
	



Split Payment:

	Payment #1 = 

(Application fee plus Insurance Owing)
Due upon application
	Payment #2= 

(Membership Fees divided by two)

Payable on the 1st of the next month
	Payment #3 =

(Membership Fees divided by two)

Payable on the 1st of 2nd Month


UNDERTAKING OF AGREEMENT - 2012
The undersigned applicant ‘Practicing Member’ hereby agrees to abide and be bound by the Massage Therapy Association of Manitoba Inc.’s By-Laws, Code of Ethics, Conflict of Interest Code, Policies, Standards of Practice, together with all amendments thereto from time to time, and all additional by-laws, codes, guidelines, policies, practices, procedures and standards that may be implemented by MTAM from time to time. 

Furthermore, the undersigned member agrees to conduct their practice in accordance with all of the foregoing.
Dated this 

day of
,
2012

in the city/town of _______________________


in the Province of _______________.

Signed:
Witness:
(Signature)
(Signature)

(Name – please print)
(Name – please print)

(Address)
(Address)


Name:		


Address:		City/Town:	


Postal Code:		Telephone:	


Email: _______________________________ Cell: ______________________________________








CONTINUING EDUCATION/COMPETENCY:


Please list any education/courses completed following termination and prior to reinstatement: (Provide Certificates)


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 





Clinic Information: (Current Information if applicable)





Name of Clinic: ________________________________________________________





Address: ______________________________________________________________





Postal Code: _______________________





Telephone: ________________________ Fax # ______________________________





Email: ________________________________________________________________





⁭ Please include me in the MTAM Referral Service – Office & MTAM Website.





Signature:______________________________________Date: _____________________________





Administrative Area:


Date Received �
Date Approved:�
�
  





Signed: ______________________________ 








May 2005


