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ORGANIZATIONAL MEMBERSHIP APPLICATION 

FOR NACHC USE ONLY: 
 
Batch #_____________________ 
 
IS#________________________ 
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Organizational Membership:  This category is a voting category of membership, open to any organization 
that provides comprehensive primary health care services, is governed by a representative, consumer majority 
board of directors, and is committed to the purpose and objectives of NACHC. 
 

Please print or type the requested information below 

 
[Name of Organization]     

 

[Executive Director/CEO]         

 

[Address]     

 

                                               /                                                            /                        /    

[City]         [County]        [State]      [Zip] 

 

                                                         /                                                           /    

[Telephone]        [Fax]    [E-Mail] 

 
 

Applicant Profile  
 

Location: □  Urban □  Rural  

 
Funding Base 

Please check all that apply: 
 

 Section 330 Funding:     
 UDS # 
 New Start/ Start Date  
 FQHC look-a-like Health Center  
 (non federally funded) 
 Other:   

 
Attach Bylaws



  

 

 
 
 
 
       

Federally Funded Applicants (Section 330 Only) 

 
 
Key Organizational Staff/Board  

 

 [Board Chair:  Name, Phone Number & E-mail Address] 

 

[Clinical Director:  Name, Phone Number & E-mail Address] 

 

[Fiscal Officer:  Name, Phone Number & E-mail Address] 

 

Membership Dues Worksheet 

 

The NACHC membership year runs from July 1st through June 30th.  Effective July 1, 2001, 
Organizational Membership dues are calculated as follows: 
 

Federally-Funded Health Care Programs (Section 330 funded health centers): 
Subtract 10 (ten) percent from the organization’s total cost as reflected in your most recent Financial 
Audited Statements.  Assess 0.004 to the new number to determine the annual dues amount. 
            

                Example   
Total Costs   ___________________________   $2,000,000 
             (Table 8 of the Financial Cost Page) 
 

Less 10%   ___________________________      $200,000 
 

Total    ___________________________   $1,800,000 
 

Total times 0.004  ___________________________   X        .004 
 

Annual Dues   ___________________________          $7,200 
 

           CAP = $20,000 per year 
Note:  Adjustments should be made in the cost figure if the applicant is a satellite side and is joining as a 
member separate from the grantee organization. 
 

Note:  A copy of the applicant’s most recent Audited Financial Statement must be attached with the 
application.  
 

 
See proration table located on the back of the application.



  

 

 
 
 
 
Payment of Membership Dues 

 
 Full (100%) 

 Semi-Annual Installations (50%), twice per year 

 Quarterly Installations (25%), four times per year 

 - Payment is due by the first day of each billing period. 

 - At least one-quarter (25%) must be received to process the application. 

 Payment is enclosed in the amount of $ __________________ 

 Please charge the credit card number listed below: 

 □  American Express □  MasterCard □  Visa 

 
Card Number:  _________________________________________________________ 

 

 Expiration Date:  _______________________________________________________ 
 

  Name on Card:  ________________________________________________________ 
 

  Amount to Charge: ______________________________________________________ 

 

  Authorizing Signature___________________________________Date______________ 
 

 Please register me as a NACHC Advocate so that I may receive up-to-date 
Federal and State policy information. 

 
    WHEN RETURNING THIS APPLICATION, THE FOLLOWING ITEMS MUST BE ENCLOSED: 
 

1. Payment for the dues as outlined above. 

2. Listing of Health Center Officers and Board of Directors and their E-mail Address. 

3. NON-FEDERALLY FUNDED HEALTH CENTERS ONLY  

 A copy of the most recent Audited Financial Statements. 

4. OTHER ORGANIZATIONS 

 A copy of Bylaws. 

 
Confirmation of Membership will be mailed within two weeks of receipt of membership dues payment, 
however, Organizational Member benefits begin immediately upon receipt of dues payment.  For 
questions, please contact the Membership Department at (301) 347-0400. 



  

 

 
 
 
 
 
 

 




