
Application for 
Membership 
or Affiliation 

 
Please read all the enclosed information prior to filling out the application. 

 
* Required information 
 
* Title (check one)   Dr.      Mr.      Mrs.      Ms.      Other (please specify)  _______________ 
 
 
* Name_____________________________________________________________________________________ 
                                       (Surname)                                              (First)                                               (Middle) 
 
 
* Date of Birth  _________/_________/______________ Sex   Male      Female   
                                      (Day)            (Month)              (Year) 
 
 
Home Address _____________________________________________________________________________ 
                                           (Number)                                                (Street)                                                 (Suite) 
 
 
       ________________________________________________________________________________________ 
                                               (City)                                                                   (Province)                   (Postal Code)  
 
                               
       ________________________________________________________________________________________ 
                                          (Telephone)                                                                                    (Fax)                                                                          
 
* Facility/Company (where employed) __________________________________________________________ 
 
 
 * Position___________________________________________________________________________ 
 
 
Office/University Address(if student)______________________________________________________ 
                                                          ( Number)                                            (Street)                                                 (Suite) 
 
 
       ________________________________________________________________________________________ 
                                               (City)                                                                   (Province)                   (Postal Code)  
 
                               
       ________________________________________________________________________________________ 
                                          (Telephone)                                                                                    (Fax)                                                                          
 
* At which address do you wish to receive mail   Home     Office   University   
 
 
* At which address do you wish to be listed in the OPA Web  Home  Office  University   
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E-mail Address _______________________________________________________ 
 
* If you have e-mail, do you wish to be added to the OPA membership listserv    



     Yes      No      Already on listserv  
 
 
* Highest Academic Degree  _______________________________________________________________ 
                                                                (Degree)                                  (Granting Institution)                                 (Year)     
     
 
* Membership Category (please see attached) _____________________________ 

 
*If you are an Early Career Psychologist (ECP), do you wish to be added to the ECP 
listserv   Yes       No  

 
* Name of Supervising Psychologist/Psychological Associate ____________________________  
              (if unregulated and applying under Professional Affiliate Category) 
 
Section Memberships (please insert appropriate no. (nos.)  _____  _____  _____  _____  _____ 
 
 
Were you recruited by a current OPA member?   Yes       No  
 
          Name of person who recruited you  _________________________________________________ 
 
 

 
The following does not apply to Students Affiliates (continue to “For Student Affiliation Only”) 

* Regional Representation (please see attached) _____ 

 

 
* Area of Practice (please see attached)  Primary _____  Secondary (if applicable) _____   
 
   
* College of Psychologists of Ontario Registration  Yes      No       
      
* Supervised Practice       Autonomous Practice   
 
* College Registration Number: _____ 
 
Other Jurisdictions (states/provinces) in which you are authorized to practice  
(indicate title, number, and date of Certification) 
 
____________________________________________________________________________________________ 
 
Languages in which Services are Offered   English      French      Other  _______________ 
 
 
Independent Practice   Full-Time      Part-Time      None  
 
Canadian Register of Health Service Providers in Psychology Listee   Yes      No  
 
Do you want information on the referral service?   Yes      No  
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* Are you willing to supervise candidates preparing for Registration?   Yes      No  
 
* Are you willing to be a Student Mentor?   Yes      No  
 



* Are you willing to mentor an Early Career Psychologist?      Yes      No   
 
* Are you willing to be contacted by the media, students, or trainees seeking information 
on psychology in your area of practice?   Yes      No  
 
* References (not necessary for renewal) 
 
(1) Name  _______________________________  (2) Name  ________________________________ 
 
Position _________________________________  Position _________________________________ 
 
Address _________________________________  Address _________________________________ 
 
__________________________________________  __________________________________________ 
 
 
*  Please check if you do not want to receive information from third parties on OPA 
membership benefit plans, or on continuing education opportunities or 
services/products from other organizations or companies. 
 
 
* Signature _________________________________________  * Date _______________________________ 
 
 
 
FOR STUDENT AFFILIATION ONLY:
 
Educational Information (previous degree(s)): 
 
____________________________________________________________________________________________ 
(Degree)    (Institution)   (Date of Graduation) 
____________________________________________________________________________________________ 
(Degree)    (Institution)   (Date of Graduation) 
 
 
* Are you currently enrolled in a university program in psychology? Yes      No  
(If Yes, please complete the following) 
 
  
* a) Name of University_____________________________________________________________________ 
 
  Full-time  Part-time   Other    
 
* b) Name of Program_______________________________________________________________________ 
    (Include branch of psychology, e.g. clinical, social, etc.) 
 
 
* c) M.A Program          Doctoral Program  
 
 
* d) Date of entry into Program______________ Expected date of graduation________________ 
              (month/year)                         (month/year) 
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e) If in a Master’s program, do you intend to apply to a Doctoral Program?  Yes    No  
 
 



* Are you employed in some capacity?       Yes     No  
 
 
* If yes, is your employment part of your program requirements?     Yes     No  
 
 
* Number of Hours Worked Per Week __________________  
 
 
* Please Supply the Name, Title and Signature of your Graduate Advisor or Department Chairman 
 
This is to confirm that_____________________________________________________________________ 
     (name) 
 
is a full/part-time student in psychology at_______________________________________________ 
       (university) 
 
* Name and Title___________________________________________________________________________ 
 
* Signature_________________________________________________________________________________ 
 
 
Do you require a Mentor?      Yes     No  
 
 
*  Please check if you do not want to receive information from third parties on OPA 
membership benefit plans, or on continuing education opportunities or 
services/products from other organizations or companies. 
 
 
 
* Signature _________________________________________  * Date _______________________________ 
 
 
 
 
SEND THIS APPLICATION AND ATTACH YOUR CHEQUE PAYABLE TO THE ONTARIO 
PSYCHOLOGICAL ASSOCIATION TO: 
 
Chairperson, Membership Committee 
Ontario Psychological Association 
730 Yonge Street, Suite 221 
Toronto, Ontario M4Y 2B7 
Phone: (416) 961-5552 
Fax: (416) 961-5516 
E-mail: opa@psych.on.ca
Website: www.psych.on.ca 
 
 
Applicants who do not meet the above criteria will be refunded their member/affiliation 

fee minus $25 ($10 for students) to cover the cost of processing your application. 
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