
School Name:_________________________________________________________________________________________________________

Address:_____________________________________________________________________________________________________________

City:______________________________________ State:_____________________  Zip:_ ___________________

Email:_____________________________________________________________ Website:___________________________________________

Mailing Address (if different from above):_ _________________________________

City:______________________________________ State:_____________________  Zip:_ ___________________

Telephone: (_______ )_ _______________________________   Fax: (________ )____________________________________

Legal Status of School:	 o Sole Proprietorship	 o Partnership	 o Corporation	 o Joint Venture	 o Other (please describe)

proceed to membership and payment section if you are not purchasing school liability insurance.

Name of Owner:_______________________________________________________________________________________________________

Address:_____________________________________________________________________________________________________________

City:______________________________________ State:_____________________  Zip:_ ___________________

Telephone: (_______ )_ _______________________________

Massage/Bodywork/Somatic Therapy Practitioner?   o Yes    o No

Use additional sheet to list information for other legal owners as above, if applicable.

Please explain all “yes” responses

Is the applicant a subsidiary of another entity or does the applicant have any subsidiaries? o Yes  o No  

_________________________________________________________________________________________________________________________

Has any insurance policy or coverage been declined, cancelled, or non-renewed during the prior five years? o Yes  o No    If “yes” complete #5. If “no” proceed to #6.

Comments:_________________________________________________________________________________________________________________

Loss History: Enter all liability insurance loss history for the prior five years or attach loss summary.

Comments:_________________________________________________________________________________________________________________

o Yes   o No     Requesting AIE coverage   

Name of Landlord:_ ____________________________________________________________________________________________________

Address:_____________________________________________________________________________________________________________

City:______________________________________ State:_____________________  Zip:_ ___________________

Telephone: (_______ )_ _______________________________

Use separate sheet to list additional  AIEs, include address and phone number.

School 
membership application

PO Box 1869, Evergreen, Colorado 80437
800-458-2267  •  fax: 800-667-8260

expectmore@abmp.com  •  www.abmp.com
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Please Provide
•	 Curriculum Breakdown  

(provide a copy of school catalog)	
•	 State Approval Documentation
•	 List of all campuses; include name, address 

and phone numbers

Graduation  Requirements 	

Written Exam   o Yes    o No		

Practical Exam   o Yes    o No

Internship Hours:__________________

Student Clinic Hours:_ _____________

Date of Loss Description of Loss Amount Paid/Pending
$
$
$
$
$
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o Yes   o No    Do you currently, or intend to, teach hot stone massage/therapies in your program or as a continuing education course?   

If yes, please attach an additional sheet of paper to this application listing names and email addresses of all hot stone massage/therapies 

instructors who are currently teaching at your school.  Instructors will be directed via email to a hot stone safety guideline video which they 

must view and agree to the terms of in order for hot stone massage/therapies to be covered on your liability insurance policy.
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ABMP School Membership...........................................................o $250

Comprehensive Membership Program....................................o $1,000
(includes liability insurance)

Business Personal Property insurance
Only available if comprehensive membership program is selected.

o $10,000 coverage — $225

o $25,000 coverage — $425

Loss Payee: Complete only if purchasing Business Personal Property Insurance.

Name:____________________________________________________

Address:__________________________________________________

Phone: (_ _______ )_ ___________________________

Membership Dues	 $________

Standard Processing—7-10 days.	 no charge

Fax Processing-$15-proof of insurance faxed within	 $________
24 hours of our receipt of your application.

(_______)_______________________________	

Additional Materials (no charge)
Send ________ ABMP Professional membership brochures.
	              quantity

Send ________ ABMP Student membership brochures. 
	             quantity

TOTAL 	 $_______
Do not remit payment in cash. Returned checks are subject to $25 fee.

o Check/Money Order           o Visa/Mastercard/Amex/Discover

____________________________________________________

____________________________________________________
Name & address of cardholder (required if different from applicant)

Signature_ ____________________________________________

Phone: (_ _______ )_ ___________________________

credit card number

	 expiration date

Send to 
ABMP Educational Services Department
attn: School Membership 
PO Box 1869, Evergreen, Colorado 80437

Membership terms: Your signature is required.  Faxed, computer scanned signatures, and/or electronic acknowledgements are considered legal and binding.

I understand that membership fees paid by my school to ABMP are nonrefundable, nontransferable, and will not be prorated.

I have completed the ABMP School Membership application honestly and accurately.  I understand that ABMP School Members are required to maintain the highest 
standards of professional conduct and strictly adhere to the ABMP Code of Ethics.  As a condition for my membership in ABMP and for receiving insurance coverage  
(if applicable), I represent and warrant that:

(1) �No malpractice or negligence allegation has ever been asserted against the school, its owners, or instructors, nor has there ever been any event or indication 
suggesting a claim may be made or that the school’s care caused harm;

(2) The school’s owners or instructors have never been convicted of any violation of law other than a minor traffic offense;
(3) No agency or association has investigated or taken any other action against the school, its owners, or instructors.  

I understand that the insurance coverage provided to the school through ABMP membership is subject to all terms, conditions, and exclusions contained in the insurance 
policy, the language of which is completely controlling as to all matters relating to the school’s coverage. The school further understands that the insurance companies 
providing such insurance coverage will rely on the information that I have provided in this application. Failure to pay any dues/premiums and/or false statements or 
representations made in this application or subsequent communications shall void this application, terminate membership, and render the insurance coverage void.

Authorized Signature:_ ________________________________________________________________________________________________________

Authorized Representative Name:_ _______________________________________________________________________________________________

Title:______________________________________________________________________________________________________________________
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