
Revised 1/25/12 

 

 

 

 
 

Individual Membership Registration Form 
 
 

 

 

 

 
 
 

First Name: Last Name: 

Occupation: 

 

Organization Name:  

 

Street Address: 

 

City: County:                                State: Zip: 

 

Work Phone: Cell Phone: 

 

Home Phone: Fax No: 

 

Email:                                                                   

Committee Preference: 

 

    Fiscal                                                        Membership  

                                                                                                         

    Oral Health Policy & Education             Capability Building   

 

                                                Public Relations  

For Membership Committee Use Only 

 

Date application received:   _____/_____/_____      

Date application filed:  _____/_____/_____      

 

Signature of Chair/Co-Chair: _________________________________________________ 

 

Disclaimer/Privacy Statement 
 

By submitting this form you agree to become a member of MOHCA and receive all communications 

regarding MOHCA. MOHCA’s primary means for contacting members is via email communication. 

MOHCA will not share your information with any outside entities or persons. 
 
 

Please return this form by fax to 601-576-8190 or email to MOHCA@HealthyMS.com. 

 

MOHCA 

P.O. Box 11504 Jackson, MS  39283-1504 

www.HealthyMS.com/MOHCA 

The purpose of the Mississippi Oral Health Community Alliance (MOHCA) is to mobilize community 

partnerships between and among policy makers, state agencies, professionals, organizations, the public 

and other groups that are interested in improving oral health for all Mississippians. 
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