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Illinois Society for Healthcare
Consumer Advocacy

     Membership Application
     January – December 2012
Name___________________________ Title_______________________________
Facility_____________________________________________________________

Facility Description:  

      Hospital _____    HMO______    Physician Practice______   Other__________________
Facility Address____________________________________________________
City____________________________ State __IL __     Zip Code____________

Work Phone (_____) _________________  Fax (_____)____________________

Email Address_____________________________________________________

Renewal Membership  ________

New Member  _______

National SHCA Member:    Y     N 
Chapter success and value relies on member participation. Please identify the committee on which you are interested in participating. 

____ Education Committee


____ Fall Retreat Planning

____Membership Committee

____Nomination Committee

Please complete the application and forward with membership dues of $50.00 per individual to address below, no later than January 1, 2012.  Please make checks payable to: IL SHCA. 

Mail to: 
IL SHCA




 Office Use Only:
c/o Lisa Perham 



Date/Type Payment _________________________  OSF St. Francis Medical Center

Deposited _____________ Card Sent_____________  


530 NE Glen Oak Avenue


Peoria, IL  61637
*Please note information may be shared with individual vendors who support our local chapter.
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