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MEMBERSHIP APPLICATION

Name: ___________________________________________________________

Agency: __________________________________________________________

Agency Address: ___________________________________________________

City: __________________________________ ZIP: __________

Phone: (w) _____________________________ (c) _______________________________

E-mail address: ____________________________________________________

Agency website: ____________________________________________________

How long have you been in the AOD field? __________

What types of programming does your agency offer? _________________________________

______________________________________________________________________________

______________________________________________________________________________

What would you like to get out of membership in OARP? _____________________________

______________________________________________________________________________

______________________________________________________________________________

What skills and/or strengths do you possess that you believe could be helpful to OARP?

______________________________________________________________________________

______________________________________________________________________________

PAYMENT OPTIONS


FIRST YEAR

· $3,000

· One $3,000 payment

· Two $1,500 payments

· Four $750 payments

· Monthly $250 payments

ALL OTHER YEARS

· $2,000

· One $2,000 payment

· Two $1,000 payments

· Four $500 payments

· Monthly $166.67 payments
Checks should be made out to: Ohio Alliance of Recovery Providers

And mailed to:

Phyllis L. Drees

Administrative Specialist

2600 Victory Parkway

Cincinnati, OH 45206
Applications should be sent to:

Eloise V. Traina

P.O. Box 464

Lisbon OH 44432

