
MEMBERSHIP APPLICATION  
 

Name: ______________________________________________________ 

Affiliation: ______________________________________________________ 

Address 

 

_________________________________________________________________

___________________________________________ 

City: __________________________________________ 

State: _____ Zip Code: ____________ 

Area Code: ______ Phone: _________________FAX:____________________ 

E-mail: ______________________________________________________ 

Membership Type  ____Full Member  ($20) ____Postdoc/Grad Student  ($10) ___ Undergrad  ($0) 

  

Please check the most appropriate responses: 

SOT Member 

_____  Yes 

_____  No 

Highest Degree Attained 

_____  A.S.  _____  M.P.H. 

_____  B.A.  _____  M.S. 

_____  B.S.  _____  M.A. 

_____  D.V.M.  _____  Ph.D. 

_____  D.V.M./Ph.D. _____  Sc.D. 

_____  M.D.  _____  V.M.D. 

_____  M.D./Ph.D. _____  V.M.D./Ph.D. 

 

Type of Affiliation 

_____  Academia 

_____  Consulting 

_____  Contract Lab 

_____  Government 

_____  Industry- Chemical/Petroleum 

_____  Industry- Pharmaceutical 

_____  Industry- Other 

_____  Other-  _____________ 

Please complete the information above and send with a check, money order or credit 
card (payable to [Central States Chapter], no POs) to the address below. Central 
States SOT will review your application and notify you within 30 days. Those not 
accepted will receive a full refund. Current CS-SOT members: please do not use this 
form because your renewal dues are billed annually through SOT. 
 
Payment Type:  Money Order______  Check ______ Credit Card ______ 
Credit Card # _______________________________________ Exp date ________ 
Name on Card ______________________________________ 
 
Send to: 
Bryan L Copple, PhD     e-mail: bcopple@kumc.edu 
University of Kansas Medical Center   phone: (913) 588-7142 
Dept of Pharmacology Toxicology & Therapeutics  fax: (913) 588-7501 
3901 Rainbow Boulevard 
MS 1018 
Kansas City, KS 66160 

 


