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APPLICATION FOR MEMBERSHIP – GROUP
I  ……………..………………………………………………………….  hereby make application to 

(insert name of License or entity making application)
Admit ............…................................................….…………………………………………..

(insert name of Group)                                          
as a member of the New Zealand Aged Care Association
HEAD OFFICE CONTACT DETAILS

Principal Contact:


Title:


Phone:
……………………………
Fax: 

Email: 


Physical Address:

Post code: 


Postal Address: 



(if different from above) 


Postcode: 


City/Town: 



Website:


CONTACT DETAILS FOR EACH FACILITY
FACILITY 1

Name:


Address:


Telephone:



Fax: 


Email: 


Contact Person: 



Title: 



Contact Number: 


Email: 


Health services provided by this facility  
(Please enter number of beds)
	Residential Care Home
	
	Residential Care Hospital
	

	Dementia
	
	Psychogeriatric
	

	Young Person Disabled
	
	Other
	


FACILITY 2
Name:



Address:



Telephone:



Fax: 



Email: 


Contact Person: 



Title: 



Contact Number: 


Email: 


Health services provided by this facility  

(Please enter number of beds)
	Residential Care Home
	
	Residential Care Hospital
	

	Dementia
	
	Psychogeriatric
	

	Young Person Disabled
	
	Other
	


FACILITY 3

Name:



Address:



Telephone:



Fax: 



Email: 


Contact Person: 



Title: 



Contact Number: 


Email: 


Health services provided by this facility  

(Please enter number of beds)
	Residential Care Home
	
	Residential Care Hospital
	

	Dementia
	
	Psychogeriatric
	

	Young Person Disabled
	
	Other
	


FACILITY 4

Name:



Address:



Telephone:



Fax: 



Email: 


Contact Person: 



Title: 



Contact Number: 


Email: 


Health services provided by this facility  

(Please enter number of beds)
	Residential Care Home
	
	Residential Care Hospital
	

	Dementia
	
	Psychogeriatric
	

	Young Person Disabled
	
	Other
	


FACILITY 5

Name:



Address:



Telephone:



Fax: 



Email: 


Contact Person: 



Title: 



Contact Number: 


Email: 


Health services provided by this facility  

(Please enter number of beds)
	Residential Care Home
	
	Residential Care Hospital
	

	Dementia
	
	Psychogeriatric
	

	Young Person Disabled
	
	Other
	


FACILITY 6

Name:



Address:



Telephone:



Fax: 



Email: 


Contact Person: 



Title: 



Contact Number: 


Email: 


Health services provided by this facility  

(Please enter number of beds)
	Residential Care Home
	
	Residential Care Hospital
	

	Dementia
	
	Psychogeriatric
	

	Young Person Disabled
	
	Other
	


NEW ZEALAND AGED CARE ASSOCIATION
SUBSCRIPTION RATES
ALL HEALTH CARE PROVIDER FACILITIES

SUBSCRIPTION FORMULA PLUS GST

	
	Number
	Fee
	Total

	Total Facilities *
	
	x $551.05
	

	Total Beds
	
	Fee per bed below
	

	 2- 5
	Facilities
	
	x $7.73
	

	 6-10
	Facilities
	
	x $5.51
	

	11-15
	Facilities
	
	x $3.30
	

	16-20
	Facilities
	
	x $1.10
	

	21+
	Facilities
	
	x $0.15
	

	
	Sub Total
	
	

	
	GST
	
	

	
	Total including GST
	


*Each facility that a Group owns has a $551.03 fee. Depending on the number of facilities that the Group owns depends on the bed rate.  Group member subscription is based on total beds across the entire organisation.  

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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