
please submit a color photo (that clearly shows your face) with this completed application and your fees. the photo is for identification 
purposes only and is not printed or published in any way.
please type or print using black ink. 

Name (First/Middle/Last) _________________________________________________________________________________________

Address _________________________________________________________________________________________________________

City ________________________________________________________________   State ___________ Zip Code __________________  

Day Phone  (_______) __________________________________ Evening Phone  (_______)____________________________________

FAX  (_______) ________________________________________  Email ____________________________________________________

Date of Birth (M/D/Y) ____________________________________________________________________________________________

Year Completed High School ______________________________________________________________________________________

Present Occupation ______________________________________________________________________________________________

How long have you been involved professionally in the field of nutrition?  ______________________________________________

 ____________________________________________________________________________________________________________

To what other health-oriented associations do you belong? (Please write out the full name of organizations.  No acronyms.  List no more than 
three.)

 ____________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________

 ____________________________________________________________________________________________________________

How Did You First Hear About AANC?  _____________________________________________________________________________

Signature ___________________________________________________________

CONTINUED ON NEXT PAGE

APPLICATION FOR MEMBERSHIP & CERTIFICATION
THE AMERICAN ASSOCIATION OF NUTRITIONAL CONSULTANTS

220 Parker Street, Warsaw, Indiana 46580  •  1-888-828-AANC / FAX 1-574-268-2120
www.aanc.net • registrar@aanc.net 
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ChoiCe of MeMbership (required)

 r Association Membership r Professional Membership r Diplomate Membership

 r Enclosed are my membership dues in the amount of $70.00 (annual fee).

 r I am including an additional $10.00 (annually) if I am an international member.

C.N.C. CertifiCatioN appliCatioN (optioNal)
Do not check the following boxes unless you are applying for c.n.c. certification.

 r I understand that a one time fee of $400.00 is required with my application for C.N.C. Certification.

 r I understand that certification is only available to Professional Members of the AANC.    

 r I understand that upon successful completion of the certification examinations, I will be issued a second certificate in 
addition to my membership certificate designating me as a Certified Nutritional Consultant  (C.N.C.) and authorizing 
me to use the initials C.N.C. after my name.

 r I understand and agree that neither this application nor the payment of the examination fees in any way guarantees that 
I will be certified and that such certification will be issued only upon successful completion of the examination.

 r I understand that I will be refunded $100.00 of the examination fee should I fail to complete the examination success-
fully after three attempts.  There will be a 30 day mandatory waiting period between the first and second attempt and a 
60 day waiting period between the second and third attempts.

 r I understand the answers to the C.N.C. certification examination will come from the corresponding book and graded 
with the answers from the book. 

 r Enclosed is my payment of $400.00 for the examination and administration fee. 

 r Enclosed is my color photo that clearly shows my face (for identification purposes only). 

       Print your name as you wish it to appear on your certificate.   ____________________________________________________________________

By completing and signing this application, I accept, understand, and agree with those terms and conditions established by The American Association 
of Nutritional Consultants.  I understand I will be entitled to materials and membership services. I am verifying that all information provided 
is accurate and complete.  

Signature _____________________________________________________________________   Date (M/D/Y) _____________________

Address __________________________________________________________________________________________________________

City ______________________________________________________________________ State _______Zip Code __________________ 

Day Phone ______________________________Evening Phone _________________________Email ______________________________

Payment Amount:      r $70 (AANC Membership only)
Select One   r $80 (AANC Membership only — International Member)
   r $470 (AANC Membership and C.N.C. Certification)
   r $480 (AANC Membership and C.N.C. Certification — Interntational Member)

Form of Payment:      r Visa/MasterCard/Discover/Amex    r Check/Money Order 

Credit Card Number ______________________________________________Expiration Date _________CVC Number  ____________

Name on Card ___________________________________Name of Issuing Bank or Credit Union _______________________________

billing address (if different from above)

Address __________________________________________________________________________________________________________

City ______________________________________________________________________ State _______Zip Code __________________


