Delaware Association for Healthcare Quality

(DAHQ)

Membership Form

Please complete the following information exactly as you wish it to appear in the Association directory and remit with your annual dues.

Name:  ______________________________________    Date: ___________________

Title: ________________________________________    CPHQ:  Yes _____No _____                                         

Place of Employment: ___________________________________________________

Mailing address: (Street)__________________________________________________

                             (City)____________________________________________________



       (County) _________________________________________________















      

       (State) _____________________________ (ZIP)_________________

Contact Numbers: (Please indicate if we may publish in the member directory?)  

Business:__________________________  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No              

Home:      _________________________    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
  No                   

E-mail:    __________________________   FORMCHECKBOX 
 Yes      FORMCHECKBOX 
  No              

What is your membership status in the following:

DAHQ


 FORMCHECKBOX 
Current member

 FORMCHECKBOX 
New Member

NAHQ


 FORMCHECKBOX 
Current member

 FORMCHECKBOX 
New Member

Areas of Expertise:   

	 FORMCHECKBOX 
 Quality Mgmt/Performance Improvement

 FORMCHECKBOX 
 Regulatory Management

 FORMCHECKBOX 
 Utilization Management

 FORMCHECKBOX 
 Care Management
	 FORMCHECKBOX 
 Service Excellence/Patient Satisfaction

 FORMCHECKBOX 
 Infection Control

 FORMCHECKBOX 
 Peer/Case Review 

 FORMCHECKBOX 
 Patient Safety

	 FORMCHECKBOX 
 Other


Annual Membership Dues:               $30.00  

           Make Payment to

Register:  May – August:                  $20.00 


DAHQ

Register:  September – December:  $10.00                         PO Box 5102








Wilmington DE 19808

Revised 2/05, 5/06
