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January 2025 – December 2025

AHF TEXAS LOCAL CHAPTER

_______________________________________________________________________________

First Name



M.I.




Last Name

_______________________________________________________________________________

Position or Title






Organization

_______________________________________________________________________________

Work Address







City/State/Zip Code






Work Phone #: _______________ WORK E-mail Address:  ______________________

AND

HOME E-mail Address:  __________________________________

Dues and Membership Category Requested (Cash, Check or Credit Card):

Membership Categories:  Operator 1 Year $80.00 each person    

Multiple Operator Facilities (2 -3) 1 Year $70.00 each person

Multiple Operator Facilities (4 or more) 1 Year $65.00 each person  
Business Partners 1 Year $100.00 each person

Retired 1 Year $25.00           Student 1 Year $25.00

Make your check payable to: AHF Texas Chapter.  

Please forward your application/renewal and dues to:

Bobbi Schneider (Treasurer, AHF Local Texas Chapter)
2122 Hearthstone Drive
Carrollton, Texas 75010
Self-Op Facility Profile:
Acute Care

Federal




Specialty

Municipal



Nursing Home

Children’s



Other_________________________________

Do you hold membership in National AHF? _______

I understand that my check will be held until the approval of this application. 

Note: If the application is not approved, my check will be returned.
Signature: ______________________________
          Date: __________________
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