
Health Care Ethics Consortium of Georgia

1531 Dickey Drive, Atlanta, GA  30322

404-727-1242 (phone)
404-727-7399 (fax)

www.hcecg.org (website) 
Federal Tax ID# 58-0566256

Membership Year: ___________
Organization:  
Contact Person:  
Membership Fee Due: 


PLEASE confirm information below:
	Name of Multi-Facility Organization


	Name of  CEO


	Street Address


	

	City, State, Zip Code


	Number of Facilities 
Included in HCECG Membership           ( )


**If registering as a Multi-Facility, please copy back of this form fill out a Single-Facility form for each organization and use this form to calculate payment.**
	Type of Facility (check only one)
	Size of Facility and (check only one)
	Fee

	   FORMCHECKBOX 
 Acute Care/Residential
	 FORMCHECKBOX 
 <150 beds

 FORMCHECKBOX 
    150-250 beds

 FORMCHECKBOX 
    250 – 400 beds

 FORMCHECKBOX 
 > 400 beds
	$315

$525

$735

$1,050

	  FORMCHECKBOX 
 Home Health
	 FORMCHECKBOX 
 < 300 patients/year

 FORMCHECKBOX 
    300 – 700 patients/yr

 FORMCHECKBOX 
 > 700 patients/yr
	$315

$525

$735

	 FORMCHECKBOX 
 Hospice
	 FORMCHECKBOX 
 < 100 patients/year

 FORMCHECKBOX 
    100- 500 patients/yr

 FORMCHECKBOX 
 > 500 patients/yr
	$315

$525

$735

	 FORMCHECKBOX 
 Managed Care Organization
	 FORMCHECKBOX 
 < 100,000 members

 FORMCHECKBOX 
    100,000 – 200,000 members

 FORMCHECKBOX 
 > 200,000 members
	$315

$525

$735

	 FORMCHECKBOX 
 Affiliate Organization
	
	$315

	Name of Facility OR
 Affiliate Organization
	City, State, Zip Code

	Street Address
	Name of CEO

	E-Mail
	
	
	


Make checks payable to HCECG and mail completed application and check to:



HCECG, Emory University, 1531 Dickey Drive, Atlanta, Georgia 30322

( VISA


(  MASTER CARD

Card No:








______________________________________________________________________

Address Associated with Credit Card: ________________________________________________________________________________________________________________
Expiration Date:








______________________________________________________________
Name on Card:








______________________________________________________________

Signature:








______________________________________________________________
�
�
$_________�
�
�
�
$_________�
�
�
�
$_________�
�
�
�
$_________�
�
�
Sub Total�
$_________�
�
�
Subtract Multi-Facility Discount of 10%�
-_________�
�
	�
Total Fees Due:�
$_________�
�






Fees Due: _____________________








Please Make Payable to HCECG and send to:





	HCECG


	Emory University Center for Ethics


	1531 Dickey Drive


	Atlanta, GA  30322











