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 New Member  Renewing Member 
 

OrganizationName:___________________________________________________________________________________________ 

d/b/a:__________________________________________________________Year Established:______________________________ 

Address:___________________________________________________________________________________________________ 

City:_______________________________________State:___________________________Zip:_____________________________ 

Phone:________________________________________________ Fax:_________________________________________________ 

Main Contact:____________________________________________ Title: ______________________________________________ 

Email Address: _____________________________________________________________________________________________ 

Additional Contact:_______________________________________Title:________________________________________________ 

Email Address:______________________________________________________________________________________________ 

Products & Services 

Which categories describe the products or services your company provides to the home care industry?  (Check all that apply.)  

 accounting and financial services  insurance services  

 accreditation services  legal services 

 allied health organization  management consulting 

 billing/information systems  marketing/advertising services 

 brokerage  medical product supplier 

 computer equipment supplier  medical transportation services 

 computer software supplier  nursing/clinical consulting 

 desktop publishing  office supplies 

 durable/home medical equipment  pharmaceutical supplies 

 education/training  printing services 

 employee screening/security  publishing  

 executive search  telecommunications services 

 home care medical examinations  other (please specify below): 

 __________________________________________________________________________  

The Chapter refers home care providers on a daily basis to our Associate/Allied members.  To better educate us on the products and 
services you provide, please enclose materials (sales brochures, pamphlets, etc.) regarding your company.  Only one copy of each is 
needed. 
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Associate/Allied members must be members of HCP at the State level in order to be eligible for Chapter participation. 
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HCP Western New York Chapter Associate & Allied  
Application for Chapter Membership 2022-23 

Associate/Allied Chapter Membership 

Associate and Allied members are in a non-voting classification of membership in the Chapters of the New York State Association of 
Health Care Providers, Inc. (HCP).  All other rights and privileges of membership are the same for both voting and non-voting members.   

Associate members consist of corporations, law and accounting firms, consulting firms, firms supplying durable medical equipment 
and medical supplies, insurance companies and other business entities which are not otherwise eligible for voting membership. 

Allied members consist of health related organizations, educational institutions and other entities with an interest in the field of home 
care, but who do not provide home care services and are not otherwise eligible for voting membership. 

Chapter Associate/Allied Member 2022-23 Dues 

Western New York Chapter Associate/Allied member dues are $200 per year. 

Chapter dues year runs from November 1st – October 31st.   Associate/Allied members are required to pay their full dues at the start 
of the dues year.  Associate/Allied dues are not pro-rated. 

Payment 

Total Due: __________________________  Amount Enclosed: _____________________  

Make check payable to:  Western New York Chapter of the New York State Association of Health Care Providers, Inc. 
 
Signature:   _________________________________________________________________  

Title: ______________________________________________________________________  

Date: ______________________________________________________________________ 

 
Note:  Chapter dues are not deductible as a charitable contribution for federal tax purposes, but may be deductible as a business expense 
as well as an allowable Medicare expense.  However, in accordance with Section 13222 of OBRA 1993 (Denial of the Deduction for 
Lobbying Expenses), 9% of your membership dues are not tax deductible as ordinary and necessary business expenses. 
 
Thank you for joining the Western New York Chapter.  Please be sure to complete both sides of this application and return  
with payment to: HCP Western New York Chapter, c/o Michelle Kuna, Treasurer, Aftercare Nursing Services, Inc., 5400 Broadway, 
Lancaster, NY 14086. 
Chapter forms with credit card payments can be sent to: mkuna@aftercare1.com  
 
Chapter Leadership 
President: David Hogan, Venture Forthe, Inc, 716.285.8070 
Vice President: Jennifer Redding, Allwel, 716.826.6245 
Treasurer: Michelle Kuna, Aftercare Nursing Services, Inc., 716.894.7777 
Secretary: Roopa Chakkappan, Hodgson Russ, 716.848.1278 
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