*An Invitation to Associate Membership*

DHCFA, a not-for-profit organization, DHCFA is supported by member dues 
and is governed by a Board of Directors that is elected by the members-at large.

Introduction 

The Delaware Health Care Facilities Association has met the policy, research and advocacy needs of long term care providers and has advocated for those they serve for over 4 decades. Membership is open to nursing, sub-acute care, assisted living, continuing care retirement communities and residential health care facilities. Founded in 1963, the association has become the largest and most respected organizations representing not-for-profit and for-profit health care providers in the state of Delaware.  The Association works closely with state and federal agencies and with other health care organizations and regulatory bodies to develop health care policy that promotes high quality, affordable health care services that meet the needs of both residents and providers in the First State.

Associate Membership with DHCFA is available to businesses that provide services or offer products to the long term care profession and to professionals that are not associated with a long term care facility.

Mission Statement

DHCFA is dedicated to enhance the quality of life of individuals in our facilities by promoting high standards of care.  DHCFA supports its members in delivering accessible, efficient, quality long-term care and a continuum of related services to those they serve.
A state affiliate of the American Health Care Association

Delaware Health Care Facilities Association

 Associate Membership Application
*Company / Organization / Individual:

*Check all that Apply:   
( Corporation

( Professional Organization

( Sole Proprietorship

( For Profit


( Non-Profit
*Address:  












*Phone #: (
   )



        
*Fax #: (
)




*Website: 












*Name: 





*Email: 






*Type of Business:

*Description of Services or Products offered by applicant:

*Does your Company belong to any other healthcare related association? _____YES  _____NO
*If Yes, Please List: 











*Membership fee is to accompany this application ~ Please send application and checks made payable to:
Delaware Health Care Facilities Association

726 Loveville Road, Suite 3000

Hockessin, Delaware 19707-1536

Attention: Assistant 
ASSOCIATE MEMBERSHIP UNDERSTANDINGS
1. Associate Members are persons or organizations that supply goods or services to Long Term Care Facilities or have business or professional interest in the profession. Associate Membership is not available to those eligible for Facility based membership, or entities, which manage nursing facilities or other health care operations, unless related nursing facilities or other health care operations are already members.
2. Associate Membership Dues must be renewed each year. The Board of Directors establishes dues each year and payment is due by January 31st to be included in the Membership Directory. Dues are not refundable.
3. All applications must be accompanied by a check for the full amount of Associate Membership Dues. If possible, applicants should indicate and provide an outline of their company or professional services.
Applicant Signature: 






Date: 




DHCFA'S 2016 MEMBER SERVICES DIRECTORY ADVERTISING
Advertising in DHCFA’S Membership Directory offers maximum exposure of your products and services in an affordable manner and shows your support of Delaware Providers. The Member Services Directory includes a listing of each Provider and Associate Members.  Directories are provided to each member, hospital discharge planners, government and other referral agencies and all State and National Legislators and are referred to often by all.
Showcase your facility or company by advertising!

DEADLINES:  Camera-ready ads must be received by January 31st of each year.
ADVERTISERS:  Ads from both facility-based and associate members only are accepted.  

PRODUCTION INFORMATION:  Directory ads print in black and white only (except cover pages).  The publication measures (8 x 10").  It prints on two sides with no bleeds or spreads.  Ads will be printed on one side only.
ADVERTISING OBLIGATIONS AND POSITIONING:  

All advertising is positioned in accordance with the requirements of editorial layout.  The publisher reserves the right to reject advertising that does not conform to the editorial and graphic standards of DHCFA, or for any other reason. Requests for special positioning, to exclude other advertisements for whatever reason or for "exclusivity" on a page or pages can not be honored.

Advertisers and/ or their representatives assume liability for the content of advertisements and responsibility for any claims arising against the publisher.  The publisher assumes no responsibility for any type set by the publisher or subcontractors.  In any case, the publisher's liability for any error will not exceed the charge of the advertisement in question.

Ads will be placed on a first come, first served basis. If by chance your 1st choice has been already reserved, we will give you the next choice available, and refund the difference.
PAYMENT:  A completed and signed insertion order and payment in full must be submitted with advertising orders.  If the publisher does not receive the insertion order and payment prior to publication, the publisher is not obligated to run the requested ad.

INFORMATION:  Requests for information or questions about the advertising, editorial matter or general correspondence should be directed to assistant@dhcfa.org 
Size / Measurement:

  





Rate:

*Full Page (8”x10”)







$ 300.00
*Multiple Full Pages  (2 or more)





$ 160 (each)


*Full Page - Inside Front Cover (Color)    




$ 450 

*Full Page - Inside Back Cover (Color)   




$ 375 

*Full Page - Back Cover (Color)
       




$ 450                             

Please complete the Insertion Order in this packet, and mail it in with your Full Page AD and payment to: DHCFA by January 31st.  Ads will be accepted on a first come, first served basis. Directory advertising is limited to provider and associate members of DHCFA only. Please call our office at (302) 235-6895 or e-mail: assistant@dhcfa.org with any questions you may have regarding Advertising with the Delaware Health Care Facilities Association.
DELAWARE HEALTH CARE FACILITIES ASSOCIATION

ADVERTISMENT INSERT ORDER FORM FOR MEMBERSHIP DIRECTORY

ADVERTISER INFORMATION
Name: 





 Phone #: 





Email Address: 











Organization: 











Address: 












Size / Measurement:

  



Rate:


Full Page (8 x10”)






$ 300

    (
Multiple Full Pages
 (2 or more)




$ 160 (each)
    (

Full Page - Inside Front Cover (Color)    



$ 450 

    (
Full Page - Inside Back Cover (Color)   



$ 375 

    (
Full Page - Back Cover (Color)
       



$ 450

    (           

Total Amount of Order:   $___________

My signature, below, will act as authorization to publish advertising in DHCFA’s Member Services Directory. I understand that my advertisement will not run until payment (in full) is received in the DHCFA office. 

(Black and White, Camera Ready only, Except for Cover Pages)

_______________________________________________

___________________________

Signature






Date

· Ad Enclosed




(
· Ad will be emailed (PDF only please)
(  (please email to assistant@dhcfa.org) 
· Please use existing AD on file

(
Advertisement order, camera ready art and payment must be received no later than January 31st
Please send to:

Delaware Health Care Facilities Association

Attention:  Administrative Assistant

726 Loveville Road ~ Suite #3000

Hockessin, Delaware 19707-1536
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Delaware Health Care Facilities Association

726 Loveville Road, Suite 3000, Hockessin, DE 19707

 (302) 235-6895    Secure Fax - (302) 239-4214 
Email: assistant@dhcfa.org    Web: www.dhcfa.org
Credit Card Payment

Reason for payment: 

 Educational Seminar
 Membership 

 Event Sponsorship
 Advertising 

 Other:    _________________________


Facility / Organization: 









Credit Card:
  Visa
 MasterCard
 American Express
         Discover   ⁭
Card # _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 
Expires:        _ _ / _ _
                                                                                                                    
    
              Month      /        Year

_ _ _ _  -  For your security, please provide the three or four-digit code from the signature line on the back of your credit card.

Card Holder:

  First Name:










 

  Last Name: 












Phone #: 




    Fax #: 




 

Credit Card Billing Address:  










City: 




   State:  

   Zip:  



Signature:   







      Date:  



Total:





Receipt Requested:           YES    or    NO

Receipt will be kept on file unless otherwise requested.
If receipt is requested, PLEASE Provide your fax # in the line above.
Thank You![image: image4.png]
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