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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/group) 
 as a member of the Aged Care Association NZ.
If this application for a group of facilities, please complete the below for the first facility and then use Appendix A on page 5 of this form for any additional facilities. Please note that in accordance with clause 4 of the ACANZ Rules, where an applicant is a member of a group, membership must be applied for in respect of all facilities of that group. 
DATABASE INFORMATION 
Please also complete the following for the purposes of the Association’s member database:
Facility Name:


HPI Facility ID (if known): 

Business Name:



Health services provided by this facility  

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

	Dementia
	
	Psychogeriatric
	

	Young Person Disabled
	
	Other
	


Physical Address:


Postcode: 



Postal Address: 


(if different from above) 



City/Town



Telephone:


Website:


Principal contact person:
 

Name:


Role:



(E.g. CEO, Village manager)

Email address:



Cell phone number:


Additional contact details:
Name:



Role:


                                             (E.g. Clinical Manager, Facility Manager, Director of Nursing)

Email address:



Cell phone number:


Name:



Role:


                                             (E.g. Administration Manager, Accounts Payable)

Email address:



Cell phone number:


Email address for invoices: 

	AGED CARE ASSOCIATION NZ
SUBSCRIPTION RATES 2023-24



The organisation has a 1 July to 30 June financial year.
	SUBSCRIPTION RATES 2023-24

	Base Fee

	Members with 20 beds or less
	$400.00

	Members with 21 beds or more
	$800.00

	Plus Bed Fee:

	Tier
	# Beds
	Fee Per Bed

	Tier 1
	1 -
	200
	$34.08

	Tier 2
	201 -
	300
	$29.73

	Tier 3
	301 -
	400
	$25.67

	Tier 4
	401 -
	500
	$23.00

	Tier 5
	501 -
	1000
	$22.50

	Tier 6
	1001 -
	2000
	$22.00

	Tier 7
	2001 -
	3000
	$21.50

	Tier 8
	>   
	3000
	$21.00

	All prices exclusive of GST.


The bed fee is calculated using a decreasing marginal bed rate

Example: Calculation for a member with 866 beds is as follows:

	Base Fee:
	
	
	$800.00

	Plus Bed Fee:
	
	

	Tier 1     (1 - 200 beds);  200 beds @ $34.08/bed
	$6,816.00
	

	Tier 2   (201 - 300 beds); 100 beds @ $29.73/bed
	$2,973.00
	

	Tier 3   (301 - 400 beds); 100 beds @ $25.67/bed
	$2,567.00
	

	Tier 4   (401 - 500 beds); 100 beds @ $23.00/bed
	$2,300.00
	

	Tier 5   (501 - 1000 beds); 12 beds @ $22.50/bed
	$270.00
	

	
	Total Bed Fee:
	
	$14,926.00

	
	Total Subscription Fee:
	
	$15,726.00


New members will receive an invoice (pro rata) for the current financial year. Your care facility will receive services from ACANZ once membership fees have been paid.
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.

In line with ACA’s rules, membership of the association is continuous and rolls over from one year to the next.  Membership privileges will be suspended when the annual membership subscription invoice is unpaid after 90 days.  ACA reserves the right to collect monies and associated collection costs through an appropriate debt collection agency.

Signed 
 Date 

APPENDIX A: CONTACT DETAILS FOR ADDITIONAL FACILITIES
FACILITY 2

Name:


HPI Facility ID (if known): 

Address:


Telephone:



Email: 



Contact Person: 



Role: 



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:


HPI Facility ID (if known): 

Address:


Telephone:



Email: 



Contact Person: 



Role: 



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:


HPI Facility ID (if known): 

Address:


Telephone:



Email: 



Contact Person: 



Role: 



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:


HPI Facility ID (if known): 

Address:


Telephone:



Email: 



Contact Person: 



Role: 



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:


HPI Facility ID (if known): 

Address:


Telephone:



Email: 



Contact Person: 



Role: 



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 7
Name:


HPI Facility ID (if known): 

Address:


Telephone:



Email: 



Contact Person: 



Role: 



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
	


3

