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Affiliated with the American Hospital Association, American Health Care Association, National Association for Home Care and Hospice, 
and National Hospice and Palliative Care Organization

APPLICATION FOR ASSOCIATE MEMBERSHIP 

Name of Business/Organization: 

Name of Representative: 

Title:      Phone: 

E-mail address: Website:   Fax: 

Address:  Zip 

Mailing Address (if different from above):  Zip 

Business Description: 

Reason for Applying: 

Please list your areas of expertise: 

   Select your level of membership:     ❏ Standard     ❏ Premium

   Please refer to the member benefits chart for more details. 

Signature: Date: 

Sponsor's Name (if applicable): 

DUES: Annual Associate Membership Dues are offered at two levels:  
$750.00 for Standard & $1,500 for Premium membership.

The annual period runs from July 1 – June 30.  Dues are pro-rated by quarter if membership 
is approved after first quarter of the fiscal year.  

Please note: Dues will be invoiced when application is approved by the HAH Board of 
Directors.  Membership is not effective until application is approved & dues are received.  
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