Ontario

Chiropractic OCA&CCA

Member Information:

Name: O Female [ Male
Salutation First Middle Initial Last Name
Date of Birth: / /
YYYY MM DD
Clinic Name:

Clinic Address:

Clinic Phone:

Home Phone:

Home Address:

Fax:

Email:

Providing OCA with a valid email address enables us to keep you informed of important issues that may affect your practice.

Membership Category:

Please complete the practice status information below to help us determine your membership category.

I would like to join by: /
YYYY MM
Ontario license number: Effective Date: / /
YYYY MM DD
Have you beenlicensed elsewhere? Effective Date: / /
YYYY MM DD

Have you previously belonged to the CCA?

Which college did you graduate from?

How many years have you been in practice?

Are you in the CMCC Residency Program?
If yes, Start Date: / /

YYYY MM DD

If yes, which province:

Date of graduation: / /
YYYY MM DD

How many hours per week are you in practice?

End Date: / /
YYYY MM DD

What are your key reasons for applying for membership in the OCA?

CCPA (non-profit liability insurance) Support the profession Advocacy

Patient ManagementProgram (software) Other (please specify):

Please provide the name of your professional liability insurance broker:

1 CCPA (non-profit liability insurance) U Other (please specify):
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Ontario

Chiropractic OCA&CCA

**2019 New Graduates

O I would like to participate in the OCA’s brand new volunteer membership program.
For more information click the /links below.

Save and Serve with the OCA Jump Start Your Career

Authorization

I certify the above information to be correct and will inform the OCA of any changes. I hereby make application for
membership in the Ontario Chiropractic Association (OCA) and the Canadian Chiropractic Association (CCA), and;

(@) Will make application to the Canadian Chiropractic Protectice Association or seek equivalent or better
professional liability insurance; and;

(b) Agree to abide by the By-laws and Code of Ethics of the OCA and the CCA.

Signature of Applicant YYYY MM DD

Form of Payment:

Monthly Debit through Bank Please complete attached PADagreement
OR
Paymentin Full: VISA Mastercard Cheque Volunteer (2019 New Graduates only)
Credit Card Number: Expiry Date: /
MM YY
Name on Credit Card: Signature of Cardholder:
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