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Hispanic Health Coalition of Georgia, Inc.

Individual Membership Application  




Name:

______________________________________________________________________________

Profession:








______________________________________________________________________________

Address Line 1:

______________________________________________________________________________

City, State, Zip Code: 
______________________________________________________________________________

	Phone Number: 

_______________________
	Cellular:

___________________
	Email:

___________________


Include a brief summary of the services you provide:

_________________________________________________________________________________________

	Please select a category that best describes you 
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	Type of membership you qualify: Please make checks payable to HHCGA Inc.

	[image: image12.wmf]Individual: $35                                      

[image: image13.wmf]Additional contribution for the amount of: $________________       

[image: image14.wmf]In-Kind Donation: ____________________________________________ Value: $__________________

      Total Amount Enclosed: $_________________

__________________ 
	
	


 

I would like to participate in the following Action Groups:
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Membership Commitment: I hereby acknowledge and agree to actively support and promote 

the mission and the goals of the Hispanic Health Coalition of Georgia, Inc.

 

__________________________________                                __________________________

Signature of Applicant                                        

 Date

Mail this form with check payable to: Hispanic Health Coalition of Georgia, Inc., Attn: Membership, 
   P.O. Box 450005. Atlanta, GA 31145.
For membership information, please email at hhcga.membership@yahoo.com
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