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Application for Associate Membership
Company Name_________________________________________Phone__________________

Company Representative*________________________________________________________

Address____________________________________________Fax________________________
City, State__________________________________________Zip________________________
Mailing Address________________________________________________________________
Email / Web Address____________________________________________________________
*Individual designated to receive IIABC correspondence

If a branch office, please list Parent Company Information_______________________________________________________________
Address__________________________________________________Phone______________
City, State____________________________________________Zip_____________________
Corporation__________ Sole Proprietorship______ Partnership______________
Company Principals or Officers__________________________________________________
Type of Business______________________________________________________________
Reference of Member in Good Standing__________________________________________
I hereby apply for Associate Membership in the IIABC and agree to pay the annual dues of $375.00 (prorate quarterly). I understand that as an Associate Member I am entitled to serve on any committee but the Nominating Committee and can participate in any IIABC activities during the year. I also understand that according to the IIABC by-laws, an associate member does not have voting privileges.

Signature_____________________________________Date_______________

IIABC

P.O. Box 551348

Davie, Fl 33355-1348

(954) 680-5601 Phone   (954) 680-5601 Fax

Email iiabc@iiabc.com
