
Wisconsin Healthcare Technology Association


APPLICATION FOR MEMBERSHIP

2010
The Wisconsin Healthcare Technology Association is an association devoted exclusively to the education, professional growth and skill development of IT/Telecommunications and related technologies professionals in hospitals, related patient care institutions and health organizations.

__________________________________________________________________________________________

Name (Please Print)
__________________________________________________________________________________________

Position or Title
__________________________________________________________________________________________

Organization                                                            

__________________________________________________________________________________________

Telephone Number                                                      FAX Number                                                            E-mail Address
__________________________________________________________________________________________

Business Address
__________________________________________________________________________________________

City                                                                                   State                                                          Zip
Type of Healthcare Organization: (Check more than one if applicable)

____Hospital   ____Clinic   ____HMO   ____Nursing Home   ____Vendor   ____Other (please specify)____________________

NEW – Type of PBX Switch:  _________________________________

==================================================================================


2010 Membership Dues are $50.00 per person.


If more than 2 members apply from the same company/facility, the rate is $25 for each additional member

after the first two.

Please make check payable to:  WHTA

WISCONSIN HEALTHCARE TECHNOLOGY ASSOCIATION 

Date: _______________

Applicant's Signature: _______________________________________________________________________

Check One:                           


Mail application(s) and check to:
Renewal Membership _____               
WHTA

                                                       

C/o Bobbi Sherman-Gieschen             

New Membership _____                    

340 Prospect Ave 

                                                      

North Fond du Lac, WI  54937
******************************************************************************************For WHTA Use Only—

Dues received by: ___________________     Date: ____________________

