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Professional Family Provider Association of the Lower Shore 
Membership Application

P.F.P.A.L.S.

PO BOX 5005
Salisbury, MD. 21801

Please Print Clearly                                                                                                     Date____________
Last Name: _________________________
First Name: ___________________________

Address: _________________________________________________________________________



Street



City


State


Zip

Phone: _________________________   Email: __________________________________

Registration # ___________________
MD Credential Level ______________

Accreditation Date _____________  School District________________________________
Please check only one

_____ Registered Member-- Registered Family Child Care Provider

_____ Partial Member-- An individual in the process of becoming a registered provider 
_____Associate Member—Other affiliated Child Care professionals. Non-voting membership

Yes, I would be interested in: 

_____ Marketing  _____ Web Site  _____ Event Planning  _____ Fund Raising   _____ MD Credentialing    _____ Accreditation


_____ I DO NOT want my info shared with other providers for networking purposes. If you do not check this 
box your information will be shared with other members.
_____ I DO NOT want my info marketed on the PFPALS Web Site. If you do not check this box your        
information will be shared on our web site for marketing purposes.

Amount Paid: _________
Date: __________
Balance Due: ________ on: ________


Cash: _______
Check: ________             Treasurer Initials________
