[image: image1.jpg]PAYMENT METHOD:

BY CHECK oOEnclosed is Check No. in the amount of § Payable to “VBCH”
~Mail to: VBCH, 287 Independence Blvd, Pembroke Two, Suite 120, Virginia Beach, VA 23462
BY CREDIT CARD oCharge my Credit Card  § Type: oOVISA oMasterCard oAmex oODiscover
Credit Card No. Security Code: _ Expiration Date: ___ /
Name as it appears on the card oOBilling Address same as above
Billing Address City State Zip
Signature Date

By FAX: 757.497.5101 By PHONE: Contact us at 757.552.0913 with your credit card payment information.



VIRGINIA BUSINESS COALITION ON HEALTH
Membership Application

( I request my organization be considered for “Basic Membership” to the VBCH.  I understand that “Basic Membership will provide me access to Coalition “Member” and “Value Added Services” as described in the Membership Brochure and online at www.myVBCH.org, and includes company link at VBCH website and other member benefits. Basic Membership cost: annual set-up fee of $250 plus $1 per FTEs in Virginia.
( I am also interested in “Plus Premium Membership”(( check one box)  (required of pharmaceutical,  consultant and vender members); □I request “Worksheet” detailing benefits of “Basic Plus Premium Membership” (eciccotelli@myvbch.org) 
□Platinum $15,000     □Gold $10,000     □Silver $5,000     □Bronze $3,000     □Copper $1,500

Company Name ______________________________________________________________________________________________
Company Address ____________________________________________________________________________________________
City __________________________  State _______   Zip ___________  Website_________________________________________
Representative Name __________________________________Email_________________________Cell______________________
Position Title ___________________________________  Phone (____)____________________Fax (____)____________________
In addition to being classified as a Purchaser (Employer), my organization type is:

(N/A     (Hospital/Provider   (Health Plan   (Pharmaceutical   (Consultant   (Other:___________________________________

No. of FTEs Employees:  
Virginia-wide: ________   +   Nation-wide: __________    +  World-wide: __________     
No. of Covered Lives:  
Virginia-wide: ________   +   Nation-wide: __________    +  World-wide: __________     
My Organization is (  Fully-insured    (  Self-insured; Health Plan/TPA:  HMO _______________     PPO___________________
_
My Organization’s Benefit Carve-Out Option:

(  PBM ________________________________________  Contract Expiry Date:  Month ________________    Year ____________

(  Vision _______________________________________  Contract Expiry Date:  Month ________________    Year ____________
(  Dental_______________________________________   Contract Expiry Date:  Month ________________    Year ____________
(  Disease Management___________________________   Contract Expiry Date:  Month ________________    Year ____________

(  Wellness_____________________________________   Contract Expiry Date:  Month ________________    Year ____________

(  Other________________________________________   Contract Expiry Date:  Month ________________    Year ____________

Committee Interest (( check all that apply):   ( Executive (Leadership)  ( Membership   ( Finance   ( Policy/Legislative

( Communications   ( Business & Health Summit   ( Wellness   ( eValue8   ( Leapfrog Quality/Patient Safety
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  Virginia Business Coalition on Health                                                                                 
     Website:  www.myVBCH.org
   287 Independence Blvd., Pembroke Two, Suite 120, Virginia Beach, VA       

                   Phone:  (757) 552-0913        FAX:  (757) 497-5101
