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North Carolina Public Health Association

Organizational Membership Application

www.NCPHA.com
Organizational Membership 

Any associational (health related associations), institutional (hospitals, private care providers, etc.), or governmental agency (health departments/districts, state agencies, colleges and universities). Shall pay annual dues as set by the Governing Council. The Organization itself shall have no voting privileges and cannot hold office. The Organization will receive 6 NCPHA memberships which must be used for staff who are not already NCPHA members. NCPHA encourages, but does not require, that the 6 staff selected to receive NCPHA membership be staff making less than $25,000 annually. Section dues must be paid annually by the individual members using the regular membership application. 
Organization Contact Information

Date _________________

Name of Organization Applying for Membership____________________________________________________________________

Contact Person Name _____________________________, ______________________________


                                 Last


              First

       
                       

Position/Title _______________________________________________________________________________
Phone # ___________________________________    Fax # ____________________________________

Email Address _________________________________________________________________________

Organization Mailing Address ____________________________________________________________________________________

                                                                                   Street Address/P.O. Box                                                   City                                 State                    Zip 

On the following page, please provide the names and contact information for the six staff members who are to receive NCPHA membership for one year. These individuals should NOT already be members of NCPHA.

Name of Organization Applying for Membership____________________________________________________________________

Date _______________________
Name and Contact Information for the Six Staff who are to receive NCPHA Membership for one year: 
1. Name _____________________________, ______________________________, ________________________


                                 Last


              First

       
               Middle        

Position/Title _______________________________________________________________________________

Phone # ___________________________________    Email Address ___________________________________
2. Name _____________________________, ______________________________, ________________________


                                 Last


              First

       
               Middle  

       
                       

Position/Title _______________________________________________________________________________

Phone # ___________________________________    Email Address ___________________________________
3. Name _____________________________, ______________________________, ________________________


                                 Last


              First

       
               Middle  

       
                       

Position/Title _______________________________________________________________________________

Phone # ___________________________________    Email Address ____________________________________
4. Name _____________________________, ______________________________, ________________________


                                 Last


              First

       
               Middle  

       
                       

Position/Title _______________________________________________________________________________

Phone # ___________________________________    Email Address ___________________________________
5. Name _____________________________, ______________________________, ________________________


                                 Last


              First

       
               Middle  

       
                       

Position/Title _______________________________________________________________________________

Phone # ___________________________________    Email Address ____________________________________
6. Name _____________________________, ______________________________, ________________________


                                 Last


              First

       
               Middle  

       
                       

Position/Title _______________________________________________________________________________

Phone # ___________________________________    Email Address ____________________________________


































































Annual Organizational Membership Dues = $500.00 


Please make check payable to NCPHA and mail both pages of this application to:


 3000 Industrial Drive, Suite 140, Raleigh, NC 27609











	  Revised 09/20/2010 

	Returned Check Policy:  Payments made by check to NCPHA that are not honored by the bank and incur a returned check fee will be resolved through a collection letter sent to the payee.   A collection letter will be sent requesting payment of the original amount owed plus the returned check fee charged by the bank.  Returned check reimbursement payments must be in the form of cash, cashier’s check, certified check, money order or credit card.





