
 

 

 

 
Please print clearly. 

Name _________________________________________________________   Date of Birth_______________ 

Office Address_______________________________________City_____________________State/Zip_______ 

Office Phone _____________________     Home Phone _____________________     Fax_________________ 

E-mail Address________________________________________________________  
Please provide your email address. In the interest of providing timely notices and cost efficient strategies, ICA-I will be moving more 
of its materials to e-mail notifications when possible. 

Indiana License #___________________  Year Started Practice_________ 
 
Licenses Held in Other States_________________________________________________________________ 

Certification:  
 In applying for membership I recognize that the purpose of the International Chiropractors Association of Indiana as a Subluxation 
Based Chiropractic Association is to: Promote the practice of chiropractic in Indiana as the philosophy, science and art which utilizes 
the inherent recuperative powers of the body through spinal adjustments and the relationship between the musculo-skeletal 
structures of the body, particularly of the spinal column and the nervous system in the restoration and maintenance of health.  
I certify that my license is in good standing and that I have never had my license suspended or revoked. 
 
Signature___________________________________________________________  Date______________________ 
 
 
Annual Dues            Payment Information 
 
 
 
 
 
 
 

 
 

ICAI HEALTH INSURANCE INFORMATION  
 If you would like to have further information on insurance, we need the following information: Name, Address, City, State, Zip and 
Date of Birth completed above.  Also the additional information below which will be held in confidence and used only by the 
insurance company chosen by the ICA-I. 

CŀƳƛƭȅ aŜƳōŜǊΩǎ bŀƳŜ                   Date of Birth  Family Member Name                    Date of Birth 

1. 2. 

3. 4. 

 

2008 Membership Application 
International Chiropractors Association of Indiana 

3921 N. Meridian Street, Suite 225 È Indianapolis, IN 46208 
317-464-5352 È  Fax 317-464-5146  È Toll Free 888-446-5351   

Ç Full Membership $225 

Ç 1
st

 Year in Practice $  75* 

Ç 2
nd

 Year in Practice $125* 

Ç Retired Member $ 50 

Ç Out of State Member $ 55 

Ç Student Member Free 

 
*Former student members in good standing may deduct 
$50 from their membership fee for their first and/or second 
year in practice. 

Membership Dues  
Optional Chiro-PAC Donation  

TOTAL DUE  

 
Payment Method Ç Check  Ç Credit Card 
Credit Card Number  
Expiration Date  
Signature  
Please mail application and payment to the address above. 

 
 

 


