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Australian Day Hospital Association
ABN 37 054 719 050

 ….supporting day hospitals

Mailing address:  PO Box 1143, JOONDALUP DC  WA 6919

Phone: 1800 752 822 
Fax (08) 9304 7228 

Email: info@adha.asn.au

Website: www.adha.asn.au 

APPLICATION FOR MEMBERSHIP/RENEWAL 2011-12
	MEMBER TYPE & FEE PER ANNUM (prices below include GST):

	· Renewing Day Hospital Member
	· $880 – per annum per individual Day Hospital 

	· New Day Hospital Member
	· 

	· Preliminary Membership (subject to licensing and accreditation being obtained, renewed annually)
	

	· Industry Member - $1,350

	· Affiliate Member - $700

	· Individual Member - $350

	· Joining Fee - $110 (one off payment by all new members.  May be payable by existing members who fail to join within 2 months of the renewal date of 1.7.11)


· The Membership Year runs from 1 July to 30 June.

· Day Hospitals must be stand-alone facilities (or, if partially owned by in-patient hospital, then independently managed), appropriately licensed with a state health department and accredited from an approved body consistent with the Commonwealth Legislation of April 2007. A copy of Licensing and Accreditation Certificates to be provided with this application (excl. SA).
· Please note Day Hospital membership confers privileges to all employees, owners and directors of the nominated day hospital. 

· Each individual day hospital must pay a membership fee rather than a group of day hospitals coming under one membership fee (ie, one group operating 3 facilities must pay 3 membership fees).

· Industry membership accepted from persons or company working within the health environment not included above. A curriculum vitae or company overview must be supplied with the application.
	Name of Day Hospital or Individual (Trading Name)
	

	Company Name
	

	ABN
	

	Address (Postal)
	Street/PO Box

	Suburb/Town
	State                                          Postcode

	Telephone
	
	Fax:

	Email
	

	Primary Contact 
	Name
	Position

	Secondary Contact 
	Name
	Position


	Ownership:
	1)

	
	2)

	
	3)

	If medical practitioners are owners:
	How many?                How many are AMA members?

	Are you a member of APHA?
	(
Yes                             (
No 


Please supply name and email address for the following:

OWNER

Name




Email

	
	


CHIEF FINANCIAL OFFICER

Name




Email

	
	


PRACTICE MANAGER

Name




Email

	
	


NURSE MANAGER

Name




Email

	
	


OTHER (Position:____________________________________________________)

Name




Email

	
	


	Your Day Hospital’s website address:
	

	Please indicate if you are happy for your day hospital general contact details (name, address, main telephone, fax, website, specialty(s), generic email, website) to be placed on the Members’ only webpage of the ADHA website to allow networking between members if required?  
(
Yes

(
No

	How did you hear about ADHA:


	DETAILS OF DAY HOSPITAL FACILITY – REQUIRED FOR DATABASE

	Accreditation Status:
(copy of certificate to be provided with this application)
	ACHS:
	ISO:
	Accreditation No.
	Accredited Until:

	No of :
	Theatres:
	Procedure 

Rooms:
	Beds/ Chairs:

	No of Staff:
	Nursing:
	Admin:
	VMO’s:

	Specialties Offered:
	

	Year Opened:
	
	Average episodes preformed per annum:


	Please indicate if you would like to be a member of any of these ADHA Google Groups and supply the relevant email address to be used.

Email:

	(
Management



(
Ophthalmology


(
Gastroenterology


(
Women’s Health/IVF


· New members must provide a copy of their Accreditation Certificate and Licensing Certificate with this application form (SA to provide Accreditation Certificate only)

· We ask that existing members inform ADHA if there has been a change to their current licence or accreditation status
PAYMENT OPTIONS 

	Cheque:

Made payable to 

‘Australian Day Hospital Association’

PO Box 1143
Joondalup DC  W.A. 6919
	Direct Payments in ADHA Account:

Account name:
Australian Day Hospital Association Ltd.

BSB:


084-004
Account Number:
049570987

Please advise by email to info@adha.asn.au or note on this form that this method of payment has been used.


Credit Card Payment – Visa or MasterCard.

Please debit my -
( Visa 


( MasterCard
( ( ( ( 
( ( ( (
 ( ( ( (
 ( ( ( (
Expiry:   _____/_____
Name on card:_________________________
Signature:____________________________
	For Office use only
	Amount received on:


	Receipt Issued:
	Current to:
	Website user created:  




