[image: image1.jpg]



Applicant Data:

Name: _____________________________________________________________________

Title: ______________________________________________________________________

Facility:  _______________________________________________ Bed Size:  ____________

Work Address: _______________________________________________________________

City:  _________________________________ State:  ________ Zip:  _________________

Office Phone:  (_____) ___________________   FAX: (_____)________________________

EMAIL: ____________________________________________________________________

How did you learn about COHAM: _____________________________________________
Would your facility be able to host a COHAM Affiliate meeting? ______YES _____NO

Would your facility be able to host a COHAM conference?         ______YES _____NO

Did someone recommend that you join COHAM? Please write their name and organization: 
___________________________________________________________________________
Payment Information:

Active Membership Dues are $50.00 per membership year (January through December)
Corporate Membership Dues are $500.00 per year and comes with unlimited membership 

 I am joining in January – September. Check enclosed for $50 in U.S. funds payment. Membership will become active on the first date of the month you join, and will be active through December of the current year. You will be invoiced in November for the following calendar year for $50.
______ I am joining under the Corporate Membership_____________ (Corporation Name)

· Check Enclosed
Please remit form and payment to COHAM:
Colorado Association of Healthcare Access Management
Jennifer Apodaca
PO Box 8302
Colorado Springs, CO 80933-8302

COHAM – EIN 46-2328149
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