KAHQ membership runs for one calendar year. To ensure a full year of

membership, dues must be paid in January. If you join after October 1,

the membership will carry over through December of the following year.

Your First & Last name _______________________
*Your E-Mail Address _______________________ (note we MUST have an email address in order to process your order.
Choose a Login Name (User ID) 

It must be 5 or more characters in length and may only contain small letters, numbers, and the underscore '_' _______________________

Choose a Password * Must be 6 or more characters _______________________
*License No * 
_______________________
*Employer * 
_______________________
*Phone Number * 
_______________________
*NAHQ Member * 
Yes No

*CPHQ Member * 
Yes No


*I'd like to volunteer * I am interested in serving on a leadership team of KAHQ Membership __ Publications __ Nominating __ Program By Laws  __ 
ADDRESS INFO

*Street _______________________
*City_______________________ *State ** ____ *ZIP ____
*Country _______________________
Pay with a check – Make your check for $45 to Kentucky Association for Health Care Quality
Pay with a credit card –

Type of Credit Card –

Visa ___ MasterCard _____ American Express ____ Discover


Card Number ______________________

Expiration Date _____________________


Code _____________ Signature __________________
Three number code printed on the back of your card. American express has 4 numbers printed on the front of the card.

You may print this form and mail it along with your check to:

Kentucky Association for Healthcare Quality
c/o Frieda Shoemaker
148 Gleneagles Boulevard
Richmond, KY  40475
