MEMBERSHIP RENEWAL APPLICATION 

January 1, 2009 through December 31, 2010
 

Please accept my application for membership in the TN Chapter of the National Society for Healthcare Consumer Advocacy.  I have enclosed the appropriate fee for the membership status chosen.  (Fee will be pro-rated for new members only.)  Please complete the form in full.
	_____ Full Membership

            $40.00*


	One who is employed by a hospital, health care provider, or health related agency to provide representation and advocacy for patients.

	_____ Associate Membership

            $25.00
	One who is employed by a hospital, health care provider, or health related agency to provide direct guest services or hospitality services to patients and visitors, and who reports directly to the patient representative.



	_____ Affiliate Membership

            $15.00
	One who functions as a consultant in the field of patient representation or consumer affairs or one who is interested in furthering the goals of patient representation or consumer affairs and the objectives of the society.




Date:  __________________                  _____ New Membership                  _____ Renewal

Name___________________________________________________________________________

Title  ___________________________________________________________________________

Organization  _____________________________________________________________________

Business Address  _________________________________________________________________

                                 _________________________________________________________________

  

Phone  (           )     _________________________________________________________________

Fax Number  (          )  ______________________________________________________________

E-mail Address  ___________________________________________________________________

Region:        _____  West                   _____  Middle                      _____  East

Are you a member of the National Society for Healthcare Consumer Advocacy? _____Yes   _____No

Make Membership Fee payable to:  TN Chapter, SHCA
Mail Check to:      
Tammy Widener, Treasurer TSHCA




Patient Representative




Fort Sanders Regional Medical Center




1901 Clinch Avenue




Knoxville, TN  37916

*NOTE:   When two or more members are from the same facility, they will be considered as Full members, with the fee of $40.00 for the first member and $25.00 for each additional membership.
