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Membership Order Form
	Personal Information

	Full Name:
	
	
	

	
Last
	First
	M.I.

	Address:
	
	

	
Street Address
	Apartment/Unit #

	
	
	
	

	
City
	State / Country
	ZIP / Postal Code

	Home Phone:
	(         )
	Mobile Phone:
	(         )

	E-mail Address:
	

	Billing Address (if different from above):
	

	Fax Number:
	
	Suffixes (MD, RN, PhD, etc.):
	

	Website (preferably where you are involved in simulation):
	

	Birth date:
	
	Spouse’s Work Phone:
	(         )

	

	Job Information

	Title:
	
	Department:
	

	Specialty:
	
	Simulation Role:
	

	Work Street Address:
	
	Work City / State / Zip:
	

	Work Phone:
	(         )
	Work Fax:
	(         )

	Start Date:
	
	Hours Spent in Simulation Each Week:
	

	

	Emergency Contact Information (Optional)

	Full Name:
	
	
	

	
	Last
	First
	M.I.

	Address:
	
	

	
	Street Address
	Apartment/Unit #

	
	
	
	

	
	City
	State
	ZIP Code

	Primary Phone:
	(         )
	Alternate Phone:
	(         )

	Relationship:
	


Please include payment of $150 with this form. 
Remit to:
SSH Accounting Office

c/o IntrinXec Management, Inc.

5353 Wayzata Blvd. Suite #207

Minneapolis, MN 55416

Attn: Bryce Denton, CFO
[image: image1.jpg]