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Individual Membership Application


Name (with credentials) 

Title 

Organization  

I prefer my mail sent to:
( business address
( home address

Business Address  

City, State, Zip 

Telephone 

Home Address (optional) 

City, State, Zip 

E-mail Address 


SHCA Membership category: (check one)

· $150  Full Membership 

Individuals, including VA employees, providing advocacy for patients and consumers of healthcare services. 

· $200 Associate Membership
Individuals who support or contribute to healthcare consumer advocacy through consulting. 

· $75 Student Membership
Full-time students registered at an institution of higher learning. Students must submit photocopies identification or recent transcript verifying current status. (Four years max as a student member.) 

· $80 Retired Membership
Individuals who were former healthcare consumer that have retired from the field.  

Please charge my: 
( VISA

( MasterCard

( American Express

Name on Card: _____________________________________ Expiration Date:______/______

Card Number: ________________________________________________________________


Signature: ___________________________________________________________________

Visit www.shca-aha.org for the online application. Send applications with check payment to: 
SHCA, P. O. Box 75315 Chicago, IL 60675-5315. Send applications via secure fax to (312) 422-3609. 


Contact SHCA with questions.
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