
Description of Membership Category

A member for whom payment of dues and/or special assessments would constitute a hardship by reason of physical
disability, illness, or other reasons, provided the reasons are investigated and set forth by the member's component
society or association and provided the member is excused from payment by that component society or association.

NOTE:  This membership category requires renewal at the beginning of each fiscal year (June 1).  

How to Apply

1. Forward this completed application and any required documentation to your component. Contact information
can be found on-line at www.apma.org/StateComponents. Or call APMA at 1-800-ASK-APMA for the address
of your component.

2. Your component will vote on your request and notify APMA.

Member Name:  _______________________________________________________________________________

Mailing Address:      �� Home      �� Office      Telephone Number: _______________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

E-mail: ______________________________________________________________________________________

(Please include your e-mail address as APMA communicates many important issues via e-mail.)

Due to the following reason(s), I am applying for 5.4 Status Classification for the ____________ dues year.

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Due to the above reasons, my practice has been curtailed:

�� 25% �� 50% �� 75% �� 100% �� Other*

*Please explain:_________________________________________________________________________________

I am requesting a dues curtailment of _____________ % for the current APMA fiscal year. (June 1–May 31)

_____________________________________________________________________________________________
member signature date

FOR APMA USE ONLY

Member Number____________________________

Member Type ______________________________

Comments _________________________________

$ Adj ______________________________________

Paid ______________________________________

MSR/ Date ________________________________

FOR component USE ONLY

Approved by _______________________________

Effective Date______________________________

Percentage of Dues Waived__________________

Amount Paid for the FY______________________

Fiscal Year ________________________________
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