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Kentucky Society for Healthcare 
Consumer Advocacy
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Date:_________________________________________

Membership:  
 FORMCHECKBOX 
  New Member    FORMCHECKBOX 
  Renewal

Name:________________________________________

Job Title:_____________________________________

Place of Employment:__________________________

Address:_____________________________________


______________________________________

County:______________________________________

Work Number:________________________________

Fax Number:__________________________________

E-mail:_______________________________________

Are you a member of the National SHCA?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Annual Membership Dues*:  $35.00

Please make check payable to:  KSHCA

Remit Payment To:  

Sharon Willis, Patient Advocate

Hardin Memorial Hospital

913 N. Dixie Ave.

Elizabethtown, KY 42701

(270) 706-1327


*Membership dues are based on a fiscal year of June 1-May 31 with renewals becoming due each May.  Dues can be prorated when a new member joins throughout the year.  Dues are non-transferrable.   

 KSHCA
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