
New Jersey Paraoptometric Section 
Membership Application

Last Name First Name Middle Initial

Home Address

City State Zip

Business Address

City State Zip

Home/Mobile Phone Business Phone

Preferred Mailing Address: Home Business

Email Address Fax

Sponsoring OD:

5. Are you a/an: CPO CPOA CPOT NCLE ABO COMT COT

6. Please indicate any topics/lectures you would like presented at future meetings:

3. How were you trained? On the job Technical School Home Study Course

4. Please indicate the areas in which you work in the office (check all that apply)

Front Desk Contact Lenses
Office Management
Frame Styling
Dispensing

Vision Therapy
Low Vision

Laboratory
Clinical testing (fields, tonometry, blood pressure)

2. How long have you been employed as a paraoptometric?

1. Name of Employer(s)

Date:

Please sign below to indicate that you have read the Bylaws of the New Jersey 
Paraoptometric Section and that you agree to abide by them as a member.

Your Signature Sponsoring OD Signature

Please return application(s) and check for $40 (individual) or $100 (office) 
made payable to NJSOP and send to:

New Jersey Society of Optometric Physicians
c/o The New Jersey Paraoptometric Section

4 AAA Drive, Suite 204
Hamilton, NJ 08691


