
 

 

 

 
 

NLN Affiliate Physician  Application 
 

 
 

 

        Today’s Date: _________________________________ 

Physician’s Name: ___________________________________________________________________________ 

Professional License Type & State: __________________ License Number: ________________  Exp: ________ 

Physician’s Business Address: _________________________________________________________________ 

City, State, Zip Code: _________________________________________________________________________ 

Telephone: (____) _______________  FAX: (____) ______________  Email: ____________________________ 

 
Please indicate how you would like your renewed listing to appear: 

 

Physician’s Name: ___________________________________________________________________________ 

Affiliation, if any: ___________________________________________________________________________ 

City/State:   ____________________________________________  Telephone: _________________________ 

 
 

Please provide a brief description of your background and experience in the field of lymphology: 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
Number of years in practice: _____________   Specialty: _____________________________________________ 
Please attach a copy of your vitae. 
 
In your practice, do you: 
 
Use pumps?  � Yes   � No      If yes, what type(s):  _________________________________________________ 
Sell pumps?  � Yes   � No      If yes, what type(s):  _________________________________________________ 
 
Perform diagnostic studies?   � Yes   � No      If yes, what type(s):  ____________________________________ 

 
(Continued next page) 

For Office Use Only 
Date recv’d: _______________ Ck# ______ 
All licenses/certs?   Y    N         Charge  
Approved by: _____________last 4 digits: 
Date: ______________     __________ 
Therapist Training Codes:   
____________________________________ 

NLN * 1611 Telegraph Ave. Suite 1111 * Oakland, CA 94612 * Tel: 510-208-3200 * Fax: 510-208-3110 * website: www.lymphnet.org 



Page 2 
NLN Affiliate Physician Renewal Application     
Physician’s Name: _______________________________________ 
 
 
Provide any of the following? (please check all that apply) 
 

� Manual Lymph Drainage (Type: ________________________________ ) 
     If yes, please submit a copy of your certificate of completion an appropriate training course. 
 
� Bandaging   � Garment fitting 
 
� Instruction in prophylactic methods    � Education about skin care 
 
� An ongoing Exercise Program designed for persons with lymphedema 
 
� Nutritional counseling    � Podiatry services 
 
� Diagnostic procedures: ________________________________ 
 
� An ongoing Lymphedema Support Group  
     (If so, please indicate when you meet, city, and telephone number of contact person) 
     ______________________________________________________________________________________ 
 
� Any other services?  ______________________________________________________________________ 
    _______________________________________________________________________________________ 
 
 
 
APPLICATION SUBMISSION CHECK-OFF LIST  

The following required items must accompany your application: 

_____ Copy of current professional license showing exp date. 

_____  Two (2) letters of recommendation. 

_____ Copy of MLD training certification (if applicable). 

_____ Check or money order for $400.00 or an authorized credit card (or pay online at https://www.shop.lymphnet.org): 

   �Amex  �Disc  �M/C  �Visa :  Card number: ___________________________  Expiration date: ______   
            Customer code: _______ Signature: ______________________________ 

 

 

Please note that we are unable to process incomplete applications 

 
REQUIRED: I warrant that the statements provided in this renewal application are true, and if found to be 
otherwise, understand that my Affiliate Membership status will be terminated immediately with no refund of fees. 
 
 
____________________________________________________________________________________________________ 
Signature             Print name and position/title 
         
Thank you.  
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