
 

                         
  

IAVRPT International Association of Veterinary Rehabilitation and Physical Therapy 

Application for Membership 

For best results turn on your insert/overstrike key if you are entering information into this document 

  
Prefix:   Dr  ___ Mr. ____  Mrs. ____   Ms. ____ Other ____ Gender:   Male ____  Female 

 
_ 

       
First Name:  ______________         Middle Initial(s): _______   Last Name: ____________          Suffix: ____

Address for Directory of Members (all correspondence will be directed to this address unless an alternate address* is specified below) 

Primary Postal Address: ___________________________________________________________________               

Suite/Room/Apt: _______________         P.O. Box/Mail Stop:  _______            

City:  ___________________________                          State/Province:  ________                          

Zip/Postal Code: ____                Country: _____________    

Telephone:  _____________                     Fax: _____________             

Email Address: _____________________________________ Web Address: ____________              

  I wish to keep my data confidential and only used by the IAVRPT.   I do not want my details included in the “Directory of Members”.
 
ACADEMIC/PROFESSIONAL DEGREE(S):             

PRESENT AFFILIATION: (Complete any or all of the below) 

CLINIC:  ________________________________________________________                           

UNIVERSITY:  ________________________________________________________             

PRIVATE BUSINESS: ________________________________________________________________________________________ 

TITLE : (optional)_____________________________________   DISCIPLINE:                                                 

SPECIALTY:                                                                 

_______________________            ____________        
Signature of Applicant                    Date 

________ Active member $50 (vet, PT,VT with pertinent university degree) ______  Associate member $30  (other professional 
with    interest  in  rehab)               

Send all forms and payments to:  
Darryl Millis, IAVRPT Treasurer  
Email: boneplate@aol.com  
Fax:  865-974-5554  
Mail:       IAVRPT 

c/o Dr. Darryl Millis, Treasurer 
8309 Birch Run Lane 
Knoxville, TN 37919 

 

Upon receipt by the Secretariat, applications will be submitted to 
the Committee on Membership for review and final approval. Dues 
payment and education certificate must accompany application. 
Signature of the applicant in the space provided below also ac-
knowledges acceptance of the following proxy requirement (IAVRPT 
Bylaws,)  

 
Methods of Payment: 
Personal Check (US and Canadian banks) 
 
  

 

 


