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2021
APPLICATION
FOR
POST GRADUATE
MEMBERSHIP
___________

RETURN COMPLETED APPLICATION BY MAIL OR EMAIL TO:
American Optometric
Association
ATTN: Dues Accounting
243 N. Lindbergh Blvd, Floor 1
St. Louis, MO 63141
Phone: 800.365.2219
Email: DuesAccounting@aoa.org
___________

PLEASE NOTE:

This application is for: 
NEW, REINSTATED, AND TRANSFERRING POST GRADUATE MEMBERS.
Current members requesting a change in classification to Post Graduate must be submitted using the Notification of Change form during the open enrollment period of January 1 through April 30*.  The approved form will be returned upon processing.

*If the April 30 deadline falls on a weekend, the deadline is extended to the first Monday following the deadline.
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	VERIFICATION OF POST GRADUATE STATUS
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