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…where caregivers, families and health issues connect


2009 Associate/Allied Membership Application

Associate members are organizations not providing direct home care services but rather are providers of products and services to Home Health Service providers or clients such as: consultants, durable medical equipment and supply companies, computer software/service companies, CPAs, hospitals, nursing homes, insurance companies and law firms.

We look forward to your active participation in the Association.
PLEASE PRINT as you complete this form


Date __________________________________

Company Name ____________________________________________________________________________

Contact Person ___________________________________ Title ______________________________________
Address ___________________________________________________________________________________ City_________________________________________________________ State __________ Zip____________
Phone: _______________________________________ Fax: _________________________________________ E-Mail Address __________________________________________ Web address _________________________  
License (if applicable) ______________________________________ Accreditation (if applicable) __________________
Leadership Team
(For listserv & other needed communications)
Name/Title _________________________________________________   Email:____________________________
Name/Title _________________________________________________   Email:____________________________

Name/Title _________________________________________________   Email:____________________________
Services Offered
(Please check all that apply)
	____ Accounting
	____Medical Equipment/Supplies

	____ Accrediting
	____ Office supplies

	____ Advertising
	____ Pharmaceutical Supplies

	____ Answering Services
	____Recruiting

	____ Billing
	____ Skilled Nursing Facility

	____ Consulting
	____ Telecommunication

	____ Computer services (software, support, Website)
	____ Tele-health

	____ General Finance
	____  Therapies

	____ Legal
	____Transportation


Please complete both sides
PAYMENT AGREEMENT

According to the Enacted Section 6113 to the Internal Revenue Code:

Contributions or gifts to Home Health Services Association of NJ are not deductible as charitable contributions for Federal Income Tax Purposes. A portion of dues payments that finance non-lobbying activities may be deductible by members as an ordinary business expense
Associate members are in a non-voting classification of membership in the Home Health Services Association of NJ. All other rights and privileges of membership are the same for both voting and non-voting members. Members in good standing are entitled to participation in all state association meetings and receipt of general membership mailings. Associate members consist of corporations, law, accounting and consulting firms, organizations supplying home medical equipment and medical supplies, insurance companies and other entities which are not otherwise eligible for voting membership.
We do hereby agree to comply with the bylaws of the Home Health Services Association of NJ and to support its Principles, Aims and Objectives. We agree to honor our membership commitment, the professional standards set by the Association and the State of New Jersey and pay our annual dues as defined above. Further, if we have any organizational changes this year we will communicate them to the Association.
Referred for membership by: ___________________________________
Payment    _____Visa    _____ MasterCard
Card Holder_________________________________  Credit card # _________________________ 
Billing Address_______________________________ Town/City____________________ Zip _________
Expiration date ____/_____  3-Digit Code (on back of card) ________Amount $______
Authorized Signature ______________________________________
Date _________________


Mail or fax completed application with payment information to:  
Home Health Services Association PO Box 64 Riverdale, NJ 07457
Fax (973) 694 7277
 


  I would be interested in Chairing ___  Serving on___ the following committees:


	


___ Legislative  ___ Accounts Receivable Council  ___ Education ___Recognition Conference ____ Senior Fair





____ Job Fair ___ Regulatory Adherence   ___ Membership  ___ Technical Resources ____Strategic Planning 





___ Clinicians Task Force








Associate/Allied Member Dues for 2009 = $500













