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Illinois Optometric Association
304 West Washington Street  (  Springfield, Illinois 62701

217-525-8012 (  FAX 217-525-8018

Associate Membership Application
Associate membership in the Illinois Optometric Assocation is for individuals with an interest in the profession of optometry. Memberships are in the name of the individual, rather than in the name of a company or corporation. Payment of $574.00 due at time of enrollment.
(Please type or print)

Full Name of Applicant: ______________________________________________________________________________
Office Address of Applicant:

Business/Organization Name/ Your Title_________________________________________________________________

Street Address or PO Box____________________________________________________________________________

City______________________________State_____________________Zip Code_______________________________

Office Phone______/____________________________Fax_______/_________________________________________

Email Address_____________________________________________________________________________________
Do you have a professional license or certificate? 
□ Yes 
□ No



If yes, what is your license/certificate in? __________________________________________________________

If you are an optometrist, have you ever been a member of the IOA?

If yes, when? 

Please indicate the nature of your organization’s business
(Check all that apply)

· Optometric Lab

□ Optometric Manufacturer

· Optometric Supplier or Distributor
□ Optometric Educator
· Employer of Optometrists




□  Optometric Co-Management Organization

□  Independent Representative 



□ Other____________________________

  ___________________________

Home Address:
Street Address or PO Box____________________________________________________________________________

City______________________________State_____________________Zip Code_______________________________

Home Phone_________/_____________________________________________________________________________

I certify that the above information is accurate and true. I further certify that, upon acceptance of membership, I will fully support IOA’s Constitution and By-Laws and the Code of Ethics. 

Signature__________________________________________ Date___________________________________________

Please return completed application to:
Illinois Optometric Association, 304 W. Washington St., Springfield, IL 62701-1119 or Fax to: 217-525-8018
