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2011 Clinic Membership Application

Thank you for your interest in ACN. Now more than ever abortion providers need  support. Now more than ever our voices and the voices of the women we serve need to be heard in the national conversation.



Approved members receive a complete ACN Membership Packet which includes a description of current membership benefits, vendor discounts, discount on registration for meetings and webinars, and access information to ‘members only’ features.  ACN Clinic members may have as many staff on ACNtalk as they wish. This talk line provides invaluable networking and problem-solving resources. 


Although ACN does not do clinic inspections, we hope to attract new members who share our core values of being honest in the information we give, respecting women, appreciating staff, recognizing that we are stronger when we work together, and being committed to quality and ongoing innovation.  As part of our membership process, we ask that you offer two abortion provider references, and we may also seek feedback from others in our community. 


Once we have received your application and payment, the Membership Committee of the ACN Board of Directors will consider your membership request. The process takes a few weeks since our full Board meets monthly and will determine final approval. The ACN Board reserves the right to deny any membership.

Dues are a minimum of $500 and a maximum of $4,000. 

Our standard dues are $1 per abortion patient seen in 2010. 

We know that times are hard for many independent providers. If needed, we offer a special introductory membership fee of $500

Please complete the following:  (PRINT!)
Your name and title: _____________________________________

Date __________________________

Name of Clinic(s) or Practice:    _______________________________________________

Clinic mailing address: _______________________________

_______________________________________________

How long have you been in business? _________

Clinic/Practice phone # __________________________________

Toll free # ___________________________________________

Administrative line: _____________________________________

Fax: _______________________________________________

E-mail ______________________________________________

web-site _____________________________________________

Mailing address if different from clinic’s _______________________________________________

_______________________________________________

If membership is approved, what e-mail addresses would you like to have invited join ACNtalk? (We encourage you to have as many of your staff invited to ACNtalk as you would like) ____________________________________________

_______________________________________________

Please check the categories that best describes your practice?
__ Profit  





  ___ Solo practitioner

__ Nonprofit        



  ___ Other __________                            

__ Professional Corporation   
             __________________        

__ Partnership




 

How many abortions do you estimate your clinic/practice will perform in 2010?
______ first trimester surgical     ______ second trimester

______ medication abortions      

total number of abortions for 2010  _________
Check all services your clinic/practice provides:
___ Medication Abortion ( from _______ to ______ weeks)

___ Aspiration/ D&E  to ______ weeks

___ Decision-making counseling

___ Pregnancy options counseling

___ Birth control options counseling

___ Gynecological care

___ Other: ___________________________________________

The Abortion Care Network is committed to furthering respect for women and eliminating the stigma attached to abortion. How do you demonstrate these principles in your practice?

_______________________________________________

_______________________________________________

_______________________________________________

_______________________________________________

Please list two (2) professional references (plus contact information) for colleagues familiar with your work. 

1._____________________________________________________________________________________________

2. _______________________________________________

_______________________________________________

How could the Abortion Care Network most assist you? _______________________________________________

_______________________________________________
_______________________________________________
_______________________________________________

What else would you like us to know about your clinic?

___________________________________________

___________________________________________

___________________________________________

___________________________________________

___________________________________________
 Please list up to five Area Codes you serve for our 800# project:
_________________________________________________
I/We support the work of the Abortion Care Network in its commitment to connect the abortion care community by creating educational and networking opportunities to increase respect for women and challenge stigma surrounding abortion.

Signature:________________________________________

Print Name and title _______________________________________________

Date ______________________

Dues Amount Enclosed:
 $1 per abortion patient estimated in 2010 $ ___________

 Special Introductory fee of $500                  $___________

Members paying at the $1 per patient rate may arrange 

to make quarterly payments. Please contact Charlotte, ctaft@abortioncarenetwork.org

Abortion Care Network 1425 K St. NW #350, Washington, DC 20005

Our membership Committee will consider your application as soon as possible and you should hear from us within about a month.

Questions? Contact Charlotte Taft, ACN Director ACN, ctaft@abortioncarenetwork.org, or 505-490-2084

The ACN Board reserves the right to deny or accept any application
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