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Membership Application

Name: Title:

Organization:

Address: Phone & Fax Numbers:

E-mail: Web Page:

1. Please describe the mission and purpose of your organization briefly describe the
services provided:

2. Briefly discuss why you are making an application for membership. What does your
organization hope to gain from participation and how could it be of assistance in our
efforts?

3. Are you aware of any activity in which you are engaged, personally or professionally,
that would constitute a conflict of interest with the purpose, mission, and/or focus of
the Tampa Bay Healthcare Collaborative? If yes, please explain on separate sheet.

4. May we list your organization as a Tampa Bay Healthcare Collaborative member in
our literature?
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