
Organizational Membership
Date:_________________ 	 Organizational Member ($1500) *Email logo to: info@amat1.org 

(*unlimited individual memberships at a discount rate of $135 per person)	

Name:_____________________________________________________________________

Organization Name:__________________________________________________________

Title:______________________________________________________________________

Address:___________________________________________________________________

City:________________________________ State:________  Zip:_____________________

Phone: __________________________________ Email:_____________________________

Website:_________________________________ Number of Staff:____________________

		









Membership Application Form
Annual membership expires on December 31st of each 

calendar year - remember to renew!

For Office Use: 
Date:_________
Check Number:____ 
Personal/Employer Check 
Other________

Community Hospital		 University Medical Center	 Private Foundation	 Blood Bank
Physician’s Office		 Military/VA Hospital		  Tissue Bank		  Eye Bank
Hospital Based OPO		 Independant OPO		  Pharmaceutical	 Other:__________

Toll free: 1-844-654-AMAT (2628) Fax:  804-723-0416 
Email: info@amat1.org website: www.amat1.org

ORGANIZATIONAL MEMBERS RECEIVE:
• Unlimited individual memberships for staff at 10% discounted rate (only $135 per person)
• Recognition on the AMAT website as an Organizational Member
• 15% discount to the Annual AMAT conference for each Individual Member who has joined as part of your

Organizational Membership
• The statisfaction of supporting multicultural leadership in the transplant community and making a difference

nationally with regards to diversity matters facing the transplant industry

Contact information for those who may be interested in joining AMAT (we’ll provide additional information)
______________________________________________________________________________________

______________________________________________________________________________________

ORGANIZATION:
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