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~ Women Health Care Executives ~ 
MEMBERSHIP APPLICATION

Thank you for your interest in Women Health Care Executives!  You can apply on line, or complete and sign this membership application form, and submit via fax or regular mail with the appropriate dues payment.  
Payment options:
· Pay via credit card by noting details below

· Pay via credit card over the telephone 

· Pay via check (made payable to WHCE) 

WHCE Membership Chair
6114 La Salle Ave., Suite 600

Oakland, CA 94611  

Telephone:  510-991-6748

Fax:  510-868-94311

If you have questions, please call Kimberly A. Read at: 510-991-6748

NAME:



TITLE:



ORGANIZATION:



MAILING ADDRESS:



WORK PHONE:


HOME/CELL PHONE:



FAX NUMBER:


E-MAIL ADDRESS:



Print fax # in directory?
yes(
   no(
Print E-mail in directory?
      yes(
no(
How did you hear about WHCE? 

MEMBER RESOURCE AVAILABILITY:

Please indicate your areas of expertise in which you would be willing to provide information and/or answer questions with your fellow WHCE colleagues.

( Accreditation/Licensing
( Finance
( Marketing & Communications
( Ambulatory Care
( General Management
( MD/Medical Group Mgmt
( Contracting/Consulting
( Health Plans
( Nursing

( Education
( Healthcare Tech/Pharma
( Planning/Strategy/Bus Dev
( Facilities
( Human Resources
( Other ____________________

SHARE YOUR TALENT:

The best way to get the most out of your WHCE membership is by getting to know other members, and sharing your time and talent.  If you are interested in participating in one or more WHCE committees and activities listed below, please check your area of interest and a committee member will contact you.
( Communications



( Program Development/Event Planning
( Marketing/Web Site Development
( Scholarship 


( Membership



( Woman of the Year Banquet Planning





Dues and Donation Details Information







Dollar Amount  


Active Member




$ 125 per year/$ 200 two years

Associate/Student Member
 (full time student or unemployed)
$ 60 per year 


Scholarship Donation



Any amount is appreciated
Total

___________________________________
______________
__________________


Signature of Applicant



Date


Funds Enclosed

Payment by (please circle one):  Check  / MasterCard  / Visa

Credit Card Number   ___________________________________ Exp. Date  __________________

Name on card (if different from above)  __________________________________________________
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