Association of New York Health Care Facilities, Inc.

MEMBERSHIP APPLICATION

I/we hereby apply for membership in the Association of New York Health Care Facilities, a nonpartisan not-for-profit organization.  My company’s information is as follows:

Company Name:  ________________________________________________________

Contact Person: _________________________________________________________

Address: ________________________________________________________________

City: _______________________________State: _______________Zip code: _______

Billing Address (If different from above)______________________________________

_________________________________________________________________________

Telephone Number: ______________________Fax Number_____________________

Company Website: ________________________________________________________

Contact E-mail Address: ____________________________________________________

________________________________

_______________________________

Print Name






Signature

The Association is a not-for-profit, non-partisan membership organization.  The Membership Fee is $400 per year, and must accompany your application.  Please make your check payable to “Association of NY Health Care Facilities” and mail to:

Association of New York Health Care Facilities

Attn:  Pat Slater

545 Eighth Ave, Suite 401
New York, NY 10018
Telephone: 212-201-1645
Fax: 212-501-1645
