{ ACNL

(X Association of California
Nurse Leaders

Transforming Nurse
Leadership

For more than 40 years, the
Association of California Nurse
Leaders (ACNL) has been developing
nurse leaders, advancing professional
practice, influencing health policy
and promoting quality and patient
safety. ACNL is a powerful voice for
nurse leaders throughout California
and serves as a statewide and national
example of affecting positive change
for nursing and health care.

Our members are diverse in their
experience and talents. Focusing

on outcomes, ACNL seeks the active
engagement and participation of all
its members. Through this collective
strength, nurse leaders can best meet
the needs of their organizations,
clients and communities, while at the
same time, advance the profession
and practice of nursing.

If you are a nurse leader, or aspiring
to be one, ACNL is the organization
for you.

Join ACNL as we equip nurses to lead
self, others and systems!

ACNL MEMBERS
RECEIVE A DISCOUNT
ON THEIR CONFERENCE
REGISTRATION FEES.

ACNL MEMBERSHIP APPLICATION

Please complete the information below and the Conference Registration
Form on the reverse side.

Name:

BUSINESS INFORMATION

Title:

Organization:

Address:
City: State: Zip:
Phone: ( ) Fax: ( )

E-Mail Address:

RN License #:

HOME INFORMATION

Address:

City: State: Zip:

Phone: ( )

E-Mail Address:

Preferred mailing address: Oloffice [ Home
Preferred e-mail address: |:|Office |:| Home

AREA OF PRACTICE

O AcuteCare ] Ambulatory Care

O College/University O Community/Home Health

O Consulting Firm (| Government Agency/Military
|:| Health Care System I:l Long-Term Care

|:| Nonprofit Professional Association [ Publishing

[0 self-Employed [J other, please describe:
ANNUAL DUES

Regular (®1Year$210

Emeritus O 1 Year $120 (active ACNL member for 5 years or more, age 62 or older,
working less than 25% time)

Affiliate O 1Year $180 (Member of ACNL partner organization CACN)

Select method of payment on Conference Registration Form on reverse side and mail or fax to
ACNL.


jacob
Cross-Out


	Check Box1: Off
	Name: 
	Title: 
	Organization: 
	Address: 
	Phone: 
	Fax: 
	Email Address: 
	RN License Number: 
	Home Address: 
	City: 
	State: 
	Zip: 
	Home Phone: 
	Home Email Address: 
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Zip Code: 
	Home City: 
	Other Area of Practice: 
	Home State: 
	Member type: Regular


