
 

Please renew online at www.correctionalhealth.org OR return this form with your payment. 
 

Membership Form 
 

Name_________________________________________________  Male __  Female __ 

 

Primary Employer________________________________________________________ 

 

Job Title________________________________________________________________ 

 

Professional Training______________________________________________________ 

 

Mailing address______________________________________________________ 

 

City, State, Zip_______________________________________________________ 

 

Telephone__________________________  Mobile Phone________________________ 

 

Fax ____________________________ 

 

Email______________________________________________________________ 

 

Membership fee:  $75  _____            $50 if you are a CCHP  _____ 

 

Check payable to the Academy is enclosed _____ 

 

Please charge my dues to my Visa, Master Card, Discover Card, or e-Check: 

 

Card #______________________________CVC#________  Expiration date _________ 

 

Signature _________________________________________________________ 



Bank Name_____________________________________________________________ 

 

Routing #__________________________  Account #____________________________ 

 

 

Please complete this form and mail it with payment to:  Academy of Correctional 

Health Professionals, 14 Coves End Rd., Marion, MA 02738; OR fax it to (774) 553-5955; 

OR scan it and email it to academy@correctionalhealth.org  
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