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OREGON COALITION OF
HEALTH CARE PURCHASERS




Affiliate Organization Application 2010
Date: __________________________________________________________________

Organization Name:

 








Your Primary OCHCP Representative:  







Title:












Address:












Phone:



 Fax:


Email:






Alternate/Additional OCHCP Representative:  






Title:












Address:












Phone:



 Fax:


Email:






A brief description of your organization’s mission or business:


Health Plan or other insurer (circle all that apply) 

HMO
  
PPO
  
POS 
 
PHO 
 
Indemnity


IPA, Clinic, Group Practice, other physician organization


Hospital


Association or Professional Membership Organization


Insurance Broker


Pharmaceutical products or pharmaceutical services


Other provision of health care services








Other administrative, management, or consultative services





Materials describing your organization may be attached, but are not required.

Please see page back to complete application(((((
Tax status:

non-profit
     
__for-profit

State where incorporated:
___Oregon  
  Washington ___ Other (please identify)
OCHCP Committees & the Oregon Health Care Quality Corporation

The Coalition has three committees plus a sister organization through which most of the quality improvement initiatives are conducted.  Please indicate which might be of interest to your organization for participation and support:


Program Development


Health System/Payment Reform 


Wellness
______Quality Corporation
Other areas of interest to your organization:  




_______ _
_________________________________________________________________________
_________________________________________________________________________
Information about the Oregon Coalition of Health Care Purchasers may be found at www.ochcp.org. 

Affiliate Organization Fees: 
Approved affiliate organizations are assessed an annual fee of $5,000.  Any organization not approved for affiliate organization status will have the total amount of the fee refunded.

Make check payable to Oregon Coalition of Health Care Purchasers 

Tax ID # 93-1104945

Return Application & Payment to:

Barbara Prowe
Executive Director
Oregon Coalition of Health Care Purchasers
812 SW Tenth Avenue, Suite 204
Portland, OR 97205
