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	APPLICATION FOR MEMBERSHIP



I  ……………..…………………………………………  hereby make application to admit 

(insert name of Licensee or entity making application)

............…................................................….…………………………………………………

(insert name of facility)                as a member of HealthCare Providers New Zealand.

DATABASE INFORMATION

Please also complete the following for the purposes of the Association’s member database:

Street Address:
…………………….…............................................................

Postal Address: 
……..…………………...........................................................

(if different from above)
City/Town
……………………................................................................

Telephone:
……………………………………………................................

Facsimile:
………………………………………………………..…………..

Email(s):
(If you are able, make sure you write more than one email address so that we can be sure our information is getting to your facility)


……………………………………………..................................


……………………………………………..................................

Website:
……………………………........................................................

.

Principal Contact Person:
………………………….........................................................

General Manager             …………………………….......................................................

(if applicable):

Principal Nurse /

Director of Nursing:
…………………………….......................................................

Administration Manager:
……………………………..............................................

Please circle the preferred method of communication:
FAX
EMAIL

	HEALTHCARE PROVIDERS NEW ZEALAND

SUBSCRIPTION RATES

2009/2010



The organisation has a July to June financial year.
	Type
	Number of Beds
	Fee
	Total

	Base Fee
	
	
	$

$535.00  

	Dementia
	
	
	

	Hospice
	
	
	

	Medical Geriatric
	
	
	

	Residential Care Home
	
	
	

	Residential Care Hospital
	
	
	

	Mental Health
	
	
	

	Psychogeriatric
	
	
	

	Young Disabled
	
	
	

	Other (State)


	
	
	

	Total Beds
	
	x $17.65
	

	Small facility discount: 20 or less beds deduct $277.50
	

	
	Sub Total
	
	

	
	GST
	
	

	
	Total incl gst
	
	


DECLARATION

I hereby undertake at all times to observe the rules and to abide by the Code of Conduct of the Association and any amendments and /or alterations thereto as subsequently made or promulgated.  I declare that to the best of my knowledge the above particulars are true and correct and that I have not withheld any information.

Signed : __________________________________Date___________________________
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