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________________________

Pres Aprvd                 Date












________________________

Amt Rcd      Date        Ck#
Criteria for Membership:
1. MEMBER - Registered Nurses currently in positions as defined below.  Please check one:

___
A. Registered nurses who hold an organizational role of administration/management who are accountable for

     strategic, operational and/or performance outcomes in sites where health care is delivered.

​___
B. Faculty positions in nursing programs or educators in healthcare organizations.

___
C. Consultants in nursing administration/management practice

___
D. Editors of professional nursing journals

___
E. Leaders working in professional associations, regulatory agencies, and/or accrediting healthcare

    organizations.

2. ASSOCIATE - Registered Nurses in positions as defined below.  Please check one:

___
A. Students enrolled in a graduate degree program.

___
B. Members of the Organization who have retired from active employment

3. NEW MEMBER – 1st time discounted membership:

___
A. Registered nurses who hold an organizational role of administration/management who are accountable for

     strategic, operational and/or performance outcomes in sites where health care is delivered.

​___
B. Faculty positions in nursing programs or educators in healthcare organizations.

___
C. Consultants in nursing administration/management practice

___
D. Editors of professional nursing journals

___
E. Leaders working in professional associations, regulatory agencies, and/or accrediting healthcare

    organizations.

Are you a member of AONE? _____    Would you like information about AONE? _____

DUES:  Member $85 _____      New Member Discount $50______ Associate $45 ______

Membership and dues apply to the calendar year.

Return completed application form with check to: IONE, One American Square, Suite 1900, Indianapolis, IN 46282.  *Make check payable to: Indiana Hospital & Health Association, c/o IONE.

Name:
__________________________________________
Telephone:
_________________________________

Title:
____________________________________________
County:
____________________________________

Organization:
____________________________________
IONE District:
_______________________________



                                 (**See back for map)
Address:
_________________________________________



_________________________________________
E-Mail Address:
______________________________


Applicant Signature: _________________________________________________     Date: _______________________
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