NJHCSA

Application for Renewal /New Membership

“Please Print Clearly”

Circle one              Renewal  Member 

New Member
Name:________________________________________________________

Title:_________________________________________________________

Hospital Name/Organization:____________________________________

                                                               (For statistical information)

Work Address:________________________________________________

Telephone number:     (      )  ____________________

E-Mail Address:_______________________________________________

*To receive mail at home, please complete
Home address:_______________________________________________

(include city, state and zip code)

Type of Membership (check one)

Management (Director, Manager, Supervisor) $25.00______       
Associate $25.00______       

Technician   $10.00______                                            

Retiree (no charge) _____

Complete this application and mail with check or money order

Payable to NJHCSA to:

Mail to:     NJHCSA

                PO Box 186
           Keasbey, NJ 08832
To continue to receive mailings, membership must be renewed by January 10 of each year

