
TEXAS ASSOCIATION OF ACUPUNCTURE & ORIENTAL MEDICINE  

2011 Membership Application  

Date___________________ 

 

Last Name _________________________________ First Name _________________________ Middle Name/Initial _________________ 

Work Phone:______________________  Fax:___________________   Email address*:________________________________________ 
*Required 
 

I would like the following address listed on the TAAOM website (check box).  If box not checked, no address will be listed. 
 
     Business Address            Mailing Address 
 
 
 
 
 
 
 
 

 
 

 

Texas State Board of Acupuncture Examiners License No. _______________________________ 

Membership Categories (Please check one): 

___ Professional Member (copy of current license required) $200.00/Year 

___  New Professional Member – licensed less than one year (copy of current license required)  $100.00/Year 

___  Student Member $35.00/Year        

Donations 

                    ___   I am not a licensed acupuncturist, but wish to support TAAOM with my donation of: $_____________ 

                    ___   I am a current Lifetime Member and wish to make a donation of:  $_____________ 

                    ___   I am renewing or new member and also wish to make a donation of: $_____________ 

Method of Payment  

    Check or Money Order  Visa     Mastercard          Total:          $____________ 

   NEW – Monthly Deduction Option  $35.00 first month/$15.00 subsequent months 

Card # _____________________________________________________ Exp Date: _______________________________________ 

Name on Card: _______________________________________ Signature   ________________________________________________ 

Thank you for supporting the Association that supports you! 
Please complete and return this form with a copy of your current license (if applicable) and make payment to: 

 
    Texas Association of Acupuncture and Oriental Medicine 

PO BOX 92826 
Austin,  TX 78709-2826 

Phone: 512.769.5179 
Fax: 512.445.4995 

 
__________________________________________________ 
Company Name 
 
__________________________________________________ 
Address 
 
_______________________________    _______   _________ 
City                                                                     State      Zip Code 

 
__________________________________________________ 
Company Name (if applicable) 
 
__________________________________________________ 
Address 
 
_______________________________    _______   _________ 
City                                                                     State      Zip Code 



 

WEBSITE ADDITIONAL INFORMATION FORM 
Please fill out this form if you wish to be listed on the www.TAAOM.org “Find a Practitioner” link 

PLEASE PRINT CLEARLY 

Name:________________________________________________________________________ 

Please make sure you have filled out your street address and work telephone number on the membership 
application. In addition, using the following form, please indicate any additional information you want to include 
on the website. 

Your business website address/url:_______________________________________________ 

___Licensed in other states     State:_______  License #________________ 

           State:_______  License #________________ 

Other Practice/License areas (check all that currently apply)  ___Massage Therapy 

___Chiropractic ___ Nursing ___Physician ___Physical Therapy ___Other____________ 

___Asian Body Work Certification: ____AOBTA Certified ____NCCAOM Certified 

___Other Certifications __________________________________________________________ 

(Must designate source of certification, i.e. name of school or certification course) 

Areas of Concentration (check 1-2 areas in which you spend most of your business time): 

___General practice ___Geriatrics ___Pediatrics ___Pain Mgmt ___Women’s Health ___ABT 

___Addiction cessation 

Languages spoken_______________________________________________________________ 

 

 

 

 

 


