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	Business Partner Program Application


Business Name:

Contact Person:                                                                  Title:

Phone Number:                                                                   Fax Number:

Mailing Address:

Email Address:                                                                    Website Address:
Type of Business Partnership Applying For (check one):

□
Gold Level Partnership - $5,000 per year (Requires a $500 deposit)
□
Silver Level Partnership - $2,500 per year (Requires a $250 deposit) 
Brief Description of your product/service benefit(s) to NCHN members:
Business References: (Please list NCHN member(s) currently utilizing your services.)

Other References: (If no current NCHN member is utilizing your product/service, then list three current health care businesses; Include company name, contact person, phone number, and address.)
1.

2.

3.

Signature: _________________________________________

Date: _____________________________________________

Returned Completed Application & Deposit ($250 for Silver Level; $500 for Gold Level) to:  

NCHN • 624 South 1st Street • Montrose • Colorado • 81401
For NCHN Use Only:
Date Recommended by Program Development Committee: _______________________

Level of Partnership: ______________________
Date Approved as Business Partner: __________     
Date Contract Finalized and Signed: _____________
NCHN Business Partner Program 

Approved by Board of Directors

November 6, 2007


