
Contact Information

Company name    

Corporate HQ (City, State)    Web addreSS  

total number of employeeS    u.S. employeeS     unionized employeeS

First Contact (will receive membership renewals)     

name     title   

Company     Street addreSS

City     State   zip

telepHone (with area code)   faCSimile (with area code)  

e-mail 

Second Contact 

name     title  

Company     Street addreSS

City     State   zip

telepHone (with area code)   faCSimile (with area code)  

e-mail

Third Contact 

name     title  

Company     Street addreSS

City     State   zip

telepHone (with area code)   faCSimile (with area code)  

e-mail

Fourth Contact 

name     title  

Company     Street addreSS

City     State   zip

telepHone (with area code)   faCSimile (with area code)  

e-mail

I would like to become a member 
of the National Business Group on 
Health (The Business Group).  

(Please check the appropriate category   
of membership for your organization)

n	 Corporate    $8,500
 Employers (except as described  

under Special Industry) 

n	 Special Industry    $14,000
 Companies in the health care busi-

ness including Health Plans, Health 
Systems, Health Insurers, Phar-
maceutical Companies, Hospitals, 
Consultants and Law Firms 

Membership Effective for 12 months 
from month of enrollment

4 Easy Ways to Enroll 

1. Mail. please see   
method of payment section

2. Fax. 
 please fax completed  

enrollment form to:   
(202) 628-9244   
attn:  Vice president,  
membership & member Services

3. Email.   
please fill out this form  
and send to   
membership@businessgrouphealth.org 

4. Online. (for credit card payment only)
 fill out an online form at https://

www.businessgrouphealth.org/
commerce/join.cfm

national business Group on Health
50 f Street, nW Suite 600   
Washington, dC  20001  
phone: 202/628-9320  
fax:   202/628-9244 
web:   www.businessgrouphealth.org

Method of Payment (federal id# - 52-1147591)

n			Enclosed is my check for $_________ payable to the National Business Group on Health.  

please mail checks to: National Business Group on Health 
 Attn: Accounts Receivable, P.O. Box 75516, Baltimore, MD  21275

please charge my: n			VISA      n   MasterCard     n			American Express

aCCount #       expiration date

$ amount to be CHarGed   SiGnature

electronic payment: 054001220 – Routing Transit #; 2030001057680 – Account #
online payment: https://www.businessgrouphealth.org/commerce/join.cfm 

Membership 
Enrollment 
Form
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