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corporate affiliate

membership application

Name of Business or Firm___________________________________________________
Do you conduct business outside the state of Maine?    ___Yes ___No 

Primary Contact Person____________________________________________________
Title_____________________________Email___________________________________
Billing Contact Person______________________________________________________
Title_____________________________Email___________________________________
Sponsorship Contact Person_________________________________________________
Title_____________________________Email___________________________________
Please list other colleagues who should receive our monthly newsletter:
Name_________________________________Title______________________E-Mail_____________________________

Name_________________________________ Title_____________________E-Mail_____________________________
Name_________________________________ Title_____________________E-Mail_____________________________
Name_________________________________ Title_____________________E-Mail_____________________________
MailingAddress____________________________________________________________
City___________________________________State______ZipCode_________________
Telephone #(___)____________________FAX #(___)________________________

Website Address_______________________________________________________

Please provide a brief summary of the services your organization provides.  This summary will be used in MHA’s Corporate Affiliate Information Sheet.  You’re also welcome to enclose brochures or other promotional materials you believe would be helpful for us to keep on file here at MHA.

______________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________
Applicant’s Signature


Title




Date


Yearly Corporate Membership dues: October 1 - September 30: $2,500.00 

Please make check payable to Maine Hospital Association and mail along with the completed application to:  Maine Hospital Association, 33 Fuller Road, Augusta, Maine  04330
