
 Membership Application/Renewal 
 

***ALL INFO WILL APPEAR IN THE MEMBERSHIP DIRECTORY UNLESS OTHERWISE NOTED BY YOU. 
 
Date __________   □ Renewal or   □ New Member Application 
 
Name:______________________________________________________________________________________________________ 
 
 
Mailing Address (for MSCSW Correspondence):______________________________________________________________________   
 
 
City: _________________________________  State: ________________________ Zip: __________________________________ 
 
 
Contact Phone Numbers: Home #: _____________________ Work #: ______________________ Cell #:______________________  
 
 
Preferred E-mail Address (for MSCSW Correspondence): _____________________________________________________________ 
 
 
Area of Practice (please circle all that apply):  Private Practice,  Mental Health Center/Clinic,  Social Work Educator,  Consultant,  
 
 County SW,  Case Manager,  Community Agency,  Healthcare,  School SW,  Other: _______________ 
 
 
Area of Specialty: (please circle all that apply): Adult Individual,  Adult Group,  Family,  Marital/Couples,  Infant,   Child,  
 
Adolescent,  Adolescent Group,  Geriatric,  GLBT,  Trauma/Abuse,  Chemical Dependency,  Dual Disorders ____________,   
 
Mood Disorders, Personality Disorders, Other:____________________________      
 
Would you like to be included in the list of members offering Clinical Supervision?  YES or NO?  Phone:________________________ 
 
Brief description of areas of supervision (such as marital therapy, crisis, grief, adults):  
 
__________________________________________________________________________________________________________ 
 
Organization/Business Name: __________________________________________ Position Title(s):_____________________________ 
 
 
Business Address _________________________________________________________________________ 
 
 
Highest Level of Professional Education: _______________  Year Received: _________ 
                                                                       
 
Licensure: □ LICSW   □ LISW   □  LGSW   □  LMFT   □ LP  □ Other: _____________   License #: ____________  State: ______               
 
                    
Annual Dues:             $________________ 
            
Journal    $________________ 
                                    
Total Enclosed:    $________________    Check #_________  Date of check: __________ 
 
 

Make Checks Payable To: MSCSW  
P.O. Box 80594   Minneapolis, MN  55408 

Contact Sarah Schuh 612-873-7720 with any questions. Thank You! 
 
-------------------------------------------------------------------------------------------------------------- 

Keep this portion for your records 
**MSCSW MEMBERSHIP DUES (Membership year runs May to May) 

Renewals must be received by May 30th to receive journal and be included in the member directory 
                                                                                                                         
General Membership (LICSW)     $100 (DUES INCLUDE JOURNAL) 
                  
Friends of the Society  (other mental health professionals)  $100 (DUES INCLUDE JOURNAL) 
 
Associate Membership  (LISW, LGSW)     $50 
               
Student Membership  (Graduate School of Social Work)   $25   
             
Emeritus (Retired from Practice)     No Dues 
 
Clinical Social Work Journal       $40.00 (Available for Purchase by Associates, Students and Emeritus)  
 
 


