
CEBAH Membership Application Form  

Date Received: __________________   Date Approved: __________________ Member ID: __________ 

 

 

 

Please indicate which type of membership you are applying for (check one): 
 

     Member          Associate Member          Affiliate Member  
 

 

RESEARCH INTERESTS: Please provide a brief description of your research and/or 
clinical/professional interests and indicate the relevance to the CEBAH mission. 

PLEASE EMAIL YOUR COMPLETED APPLICATION AND A COPY OF YOUR  
CURRENT CV TO:  mcataldo@chapman.edu 

 

Applications will be reviewed by the Members.  All applicants will receive a formal letter of decision 
after the review.  We encourage all researchers, clinicians and community stakeholders with 
interests relevant to the CEBAH mission to apply. 

Name:  Degree(s):  
  

Title:  
  

Institution  
  

Email:   Phone:  
    

Office Address:  
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