
WACSP
Wisconsin Association of Central Service Professional

               2019 MEMBERSHIP APPLICATION 
NAME: ______________________________________________________ 

ADDRESS: ____________________________________________ ______
CITY: ________________________STATE:__________ZIP:_________ 

PHONE ___________________________
HOSPITAL/CLINIC :________________________________________ 

TITLE:__________________________DEPT:______________________
*E-Mail (Please print clearly) ______________________________________ 
                                 This will not be shared with other members. 
CERTIFICATIONS: (Please check all that apply) CRCST____CIS____CBSPD____  
Are you a member of IAHCSMM?    Yes_____ No______
Cost: $25.00
Make check payable to : “WACSP”
Please mail Check & Form to:     
WACSP Treasurer
2012 Grandview Ct.

Waukesha, Wi. 53188

**RENEWAL DEADLINE (FIRM) is February 28, 2019. If not renewed by deadline, non-member fee will apply to WACSP programs. Deadline is required due to reporting membership numbers to IAHCSMM national office. 
Note: Renewals will not be accepted from WACSP members who still owe a balance to the WACSP Association. 

*E-mail address is required to allow us to continue to ensure all communications are provided to you in a timely manner.


