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	N.C. Healthcare Human Resources Association

2011
Application for Membership-NEW


Dear Healthcare Human Resources Professional:

You are invited to join a dynamic, progressive, and energetic professional organization that will provide you with unlimited networking and learning opportunities.  Membership in the NCHHRA is open to representatives of North Carolina healthcare organizations whose primary focus is the delivery of direct patient care or the support of that activity.  Applicants for membership must be primarily engaged in healthcare human resources administration at a professional level or have primary responsibility for a recognized personnel management function.
If you meet those qualifications, we invite you to join us.  Please complete the application below and return it with your $75 membership fee as soon as possible.  

NCHHRA Membership Committee

_________________________________________________________________________________________________

Please print:

_________________________________________________________________________________________________

First Name 


Middle Name 


Last Name 


Preferred Name

_________________________________________________________________________________________________

Title 




Name of Hospital / Healthcare Facility                                Hospital District

_________________________________________________________________________________________________

Business Mailing Address 

Street Address 




City 

Zip Code

_________________________________________________________________________________________________

Phone Number (include Area Code) 

Fax Number 


E-Mail Address

ASHHRA Member?  (  ) Yes (  ) No                       SHRM Member?  (  ) Yes (  ) No     

Other HR / Healthcare Association Memberships:_________________________________________________________

Educational Background_____________________________________________________________________________

Professional Certification:____________________________________________________________________________

_________________________________________________________________________________________________

Name of Hospital President / CEO 

           Hospital Bed Size 

Total Number of Employees

 ________________________________________________________________________________________________

Hire Date with Current Employer


           Years of Healthcare HR Experience

HR-Related Activities:

Recent articles published related to HR (attach copies)_____________________________________________________

Teaching and/or speaking engagements related to HR (List topic)_____________________________________________

Legislative activities (Attach copies of letters, etc.) ________________________________________________________

Membership and/or offices held in Human Resources organizations (other than NCHHRA or ASHHRA) _________________________________________________________________________________________________

Other HR or leadership activities: ______________________________________________________________________

Do you have an interest in working with HR/grad students on a project?  (  ) Yes  (  ) No

Please list any colleagues or co-workers who should receive NCHHRA membership information:____________________

_________________________________________________________________________________________________

NCHHRA Creed

"Membership in North Carolina Healthcare Human Resources Association carries with it these high personal requirements: 

to provide assistance and guidance to other Association members upon request and to honor all confidences; to keep the Association free from partisan influence; to be willing to serve the Association in any capacity when called upon; and to maintain the high moral and ethical standards required of our profession."



In applying for membership in the North Carolina Healthcare Human Resources Association, I agree to support the objectives of the organization and abide by the Creed. I certify all information submitted is true and correct.

Signature: _________________________________________________ Date: __________________________

_________________________________________________________________________________________________

Please return this form with a check for $75 made payable to NCHHRA to the address below. Important: Please email a current photo for the Membership Roster to Maria Stephens, mstephens@granvillemedical.com and include a hard copy with your application.  Membership applications received after July 31st will not be included in the new Membership Roster.

	MAIL TO: Maria Stephens
NCHHRA Vice President Membership

Granville Health System
Human Resources Department

P.O. Box 947

Oxford, NC  27565
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__________________________________________________________________________________________

NCHHRA Use Only:

(  ) $75 check received on___________________ 
(copy attached)


(  ) Membership check sent to NCHHRA Treasurer

(  ) Photo Received

(  ) Other (Please explain): _______________________________________________________
