
Corporate Affiliate Program 
 

         

  
 

Membership Application 
 

     Name of business or firm: _____________________________________________________ 

Primary contact person: _______________________________________________________ 

Title: ______________________________ Email: _________________________________ 

Mailing address: _____________________________________________________________ 

City: _______________________ State: ____________________ Zip code: _____________ 

Telephone #: (____) ______________________ Fax #: (_____) _______________________ 

Website: ___________________________________________________________________ 
References: _______________________________________________________________________ 

Please list other staff who should receive our mailings (maximum three): 
Name: ___________________________________________________________________________ 

Title: ____________________________________________________________________________ 

Email: ___________________________________________________________________________ 

Name: ___________________________________________________________________________ 

Title: ____________________________________________________________________________ 

Email: ___________________________________________________________________________ 

Name: ___________________________________________________________________________ 

Title: ____________________________________________________________________________ 

Email: ___________________________________________________________________________ 

Please include a $1000.00 check for 1st year dues with your application, once your application is 
approved the check will be cashed, if your application is denied your check will be returned to you. 
Please sign and return one copy of the benefits and limitations page and keep one. Please include a 
brief summary of the services your organization provides. This summary will be used in the NHMS’s 
Corporate Affiliate membership guide and on our web site, you can E-Mail to Joy.Potter@nhms.org. 
You are also welcome to enclose brochures or other promotional materials that would be helpful. 

______________________________________________________________  ____________ 

Applicant’s Signature  Title             Date 
Please also sign Benefits and limitations sheet and include with application 

New Hampshire Medical Society 
7 North State St 
Concord NH 03301 
Phone:603-224-1909 
Fax: 603-226-2432 
Email: Joy.Potter@nhms.org 



Descriptor for Web Site CAP Guide  
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
Newsletter Highlight 75 words or less __________________________________________  

________________________________________________________________ 
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
 
If you would like to write your own CAP of the week item (100 words or less) ________ 

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
________________________________________________________________
________________________________________________________________ 
________________________________________________________________
________________________________________________________________ 
If someone other than the principal listed on the front is responsible for billing please list 
their information here ________________________________________________________ 

__________________________________________________________________________ 


