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Registration Address Form

 Name  	 College Registration #  	____________ 

 (
Fully completing this form wi
ll
 facilitate your 
registration. 
To assist the College in contacting you
,
 please complete 
both 
Section
s
 A and B
 and provide
 at least one phone number where we can 
call
 you.
 This can be either a public or private business phone number (Section A), a private home phone number (Section B) or a cell phone number (Section C). 
)








	A. Published Address - REQUIRED	
Effective from: 	_______/_______/________
                                                                    DD	   MM	   YYYY
· Street address	_______________________
or Post Office Box	_______________________
· City	_______________________
· Province/state/country	_______________________
· Postal/zip code	_______________________
· Business phone (public)	(_____)________________
· Business fax (public)	(_____)________________
· Business phone (private)	(_____)________________
	
	C. Other Contact Information (for CPSA use only)
· Email address	___________________________
· Pager	(_____)_____________________
· Cell phone 	(_____)_____________________
D. Address Designation – Please indicate which address should be used for the following purposes:

· Public Address: In accordance with the Health Professions Act, please identify which address you want publicly released and published on the College’s website.
	
You MUST select one of the following:
Published Address (Section A)
Home Address (Section B)
· Mailing Address: To which address would you like to have your College mail sent?

You MUST select one of the following:
Published Address (Section A)
Home Address (Section B)

	B. Home Address – OPTIONAL (unless you have designated your Home Address in Section D).	
Effective from: 	_______/_______/________
	DD	MM	YYYY 
· Street address	_______________________
or Post Office Box	_______________________
· City	_______________________
· Province/state/country	_______________________
· Postal/zip code	_______________________
· Home phone (private)	(_____)________________
· Fax (private)	(_____)________________
	
	· 

	C. 
	
	E. Will you be accepting new patients? 	    Yes	    No



	If you were previously registered with this College under a DIFFERENT NAME, please provide the following information:
Previously registered as:	__________________________________	___________________________	________
	Surname	First name	                Initials




 (
Please submit this completed form by email, or print and fax to 780-426-0805. 
If you have questions, please contact the College 
by email 
at 
registration@cpsa.ab.ca
, or call 780-969-4924 or
 
toll-free 
1-800-3
20-8624 ext. 4924 (Alberta only). 
)
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