
Student Reciprocity Form

Students who are members in another state association of APHA can transfer membership.  Please fill out the form below and send it to director@kpha.us 
Student Name: _______________________________________

The following information relates to the student’s initial affiliate membership.

Affiliate of Origin: _______________________________________

Date membership began: _____________________________

Date membership expires: ____________________________

Student Membership Rate: ____________________________

The following information relates to the affiliate that the student will enter.

New Affiliate: _______________________________________


Date membership began: _____________________________


Date at which reciprocal membership will expire: _______________________


Date at which new membership would begin: __________________________


Student membership rate: _____________________________


Regular membership rate: _____________________________

Student affirmation of relationship:


I, _______________________________________, am participating in a reciprocal student membership relationship between my affiliate of origin, the ___________________ Public Health Association, and my new affiliate, the _________________________ Public Health Association. I understand that my reciprocal student membership will expire on ________________________. If my student status changes such that I am no longer eligible for a student membership rate, I will inform my new affiliate prior to the end of my existing membership term.

Filing Instructions:

Each participating affiliate should keep a copy for their records and one copy shall be provided to the American Public Health Association (APHA), care of the Office of Affiliate Affairs. APHA, 800 I Street, NW, Washington, DC 20001-3710.
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