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…where caregivers, families and health issues connect


2010  Membership Application

We look forward to your active participation in the Association.

PLEASE PRINT as you complete this form


Date __________________________________

Agency Name _______________________________ NJ State License number:_______________________

Contact Person __________________________________ Title ________________________________________

Address _______________________________________ City___________________________ Zip____________
Phone: ____________________________ E-Mail Address ____________________________________________  

Counties Served ____________________________________________________________________________________ 

______________________________________________________________________________________________________

Services you offer: 

____ Skilled Nursing   ____Home Health Aides ____PT_____ OT _____    ST _____ Medical Social Worker
 ___ Companions ___  Private Duty Nursing  __ Primary Care __ Geriatric Care Management ____ DME  
_____  Pediatric care.  ____Infusion therapy ___Maternal child health  

********

Type (s) of Accreditation: (check all that apply) 



CHAP ____    JCAHO ____
CAHC ____ Other: _____________


Number of Employees _________     Client Census ________ 

Number of NJ offices _______  (attach additional pages if necessary)

Unionized: __ Yes __ No   If yes, name of union(s) _____________________________________________
If you have more than one location please list them with the contact person, full address, phone, fax and email address on a separate sheet of paper.

Our Leadership Team:

CLINICAL 

Contact _________________________________Title__________________ Phone ______________________
Email 
______________________________________________________________

FINANCE/Billing 

Contact _________________________________Title__________________ Phone ______________________
Email 
______________________________________________________________

TECHNOLOGY 

Contact _________________________________Title__________________ Phone ______________________
Email 
______________________________________________________________

Marketing

Contact _________________________________Title__________________ Phone ______________________
Email 
______________________________________________________________

Web Address: _____________________________________________________________________________

       Please complete both sides
PAYMENT AGREEMENT
Choose your annual dues payment  structure  

We choose to pay our dues using the following option:

( )  Annual (One Payment) 
( ) Quarterly Payments due: Jan 15;  April 15; July 15;  Oct 15

( ) Semi-Annual Payments due: Jan 15; July 15

Referred for membership by: ___________________________________

Please call Sarah for our Membership Dues Schedule at 973 303-1973.
Just starting up? Less than five years in the business? Call us about dues too. 
If you are new, an invoice will be sent upon acceptance of application. All member services will commence upon receipt of this application

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
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 in the above schedule. Further if we have any organizational changes this year we will communicate them to the Association.
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 of NJ · P.O. Box 64 Riverdale, NJ 07457
  I would be interested in Chairing ___  Serving on___ the following committees:


	


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





___ Regulatory Adherence   ___ Membership  ___ Strategic Planning ___ Clinicians Task Force











  



