
LOUISIANA  ASSOCIATION  OF  CLINICAL  SOCIAL  WORKERS 
STUDENT MEMBERSHIP FORM AND REFERRAL DIRECTORY INFORMATION 

MEMBERSHIP YEAR: July 1, 2010 to June 30, 2011 
Identifying information: This information will be used to complete the Membership Directory for members and as a 
marketing tool for the Managed Care Committee approaching managed care companies. 
 
Member information may be shared with other mental health label and email lists unless instructed otherwise. 
 

 
 
Name:(last, first, middle initial) – please print 

Office Phone:  Fax:  

E-mail: 
Website: 

Year of Study:   Graduate School: 
 
    Freshman       Graduate 1 
    Sophomore         Graduate 2  
    Junior        Post Graduate  

Senior
Study Area of Concentration: ____________________________________________________________ 
Internship Placement: __________________________________________________________________ 

Legislative Information: Please use your voter registration card to fill in the following information 
State Senator: ________________________________________ Senator District #: ___________ 
State Representative: __________________________________ Representative District #:______ 

Membership Dues:  Please make check payable to: LACSW c/o Myra Hidalgo, Treasurer  
1407 Louisiana Ave., New Orleans, LA 70115    
 
$20 Individual Student Membership                                                 $______ Ck # _______ 
Contributions:   
CLIN-PAC(Political Action Committee)Check payable to CLIN-PAC $        __ Ck # _______ 
Donation For LOUISIANA Lobbying Efforts    $           _ Ck # _______ 
Credit Card:      □ Visa    □ Mastercard     
 
Account # _____________________________ Exp. Date  ____/____Signature ______________________________ 

Check with your C.P.A. for your particular tax situation regarding business expense deductions.   Dues used for 
lobbying are not tax deductible.  The LACSW uses the vast majority of dues every year for legislative lobbying 
expense in order to protect your vendorship law and the Licensed Clinical Social Work credential.  We are an all 
volunteer organization here to protect your profession.   Please join!  Thank you! 

Anticipated graduation date: 
 
Are you interested in joining a mentoring 
group:    Yes    No   

University Status:    Full-time     Part-time 
          days         evenings  

Home Phone: 
List this in directory?     Yes     No 

Permanent Address: (if different than above) 

Address:(street, city, state, zip)                                                                     Until when?________________________

School where enrolled:  
 


