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MEMBERSHIP PROFILE

$25 Annual Individual Fee
_____ New Application
_____ Update

Benefits to SEGHIMA Membership:

· Professional Networking

· Ongoing updates of professional and educational issues

· CE

Name: _______________________________________________________________________________________
Credentials: _____________________________Work Title: ____________________________________________
Employer: ____________________________________________________________________________________
Preferred Mailing Address:  ______ Work     ______ Home   ______ Email
Address: _________________________________________________________________________
City ___________________________________________
State __________
Zip Code ____________
Work Phone Number: ____________________________
Work Fax Number: ________________________
Home Phone Number: ___________________________
   
Home Fax Number: ________________________
Email (optional):_______________________________________________________________________________

Please indicate the type of setting in which you currently practice (check only the primary area):
___ Acute

___ Ambulatory

___ Managed Care
___Hospice
___ Long Term, Rehab
___ Behavioral Health
___ PRO/Regulatory
___Home Health

___ Multi-system

___ Federal, acute
___ Consultant



____________________________________________________________________ Other

Please indicate your practice responsibilities (check all that apply):

___ PI/QA/QI 
___ Consultant
___ HIM     ___ Case Review    ___ Coding
  ___ Teaching
___ ROI   ___ Other

Are you a member of AHIMA: ____Yes  ____ No
For more information regarding AHIMA: www.AHIMA.org
Do you have expertise in a particular area ?  If so please list areas: _______________________________________ 

Would you be interested in being a speaker at one of our meetings?  _____ Yes     _____ No _____________________________________________________________________________________________

Would you be interested in participating in any of the following positions/committees?

___ President
___ Vice President 
___ Secretary
___Treasurer
____ Membership Committee

___ Nominating Committee

___ SHAPER

Please list any other organizations that you are a member of: _____________________________________________ 

Have you ever been a member of SEGHIMA:   ____ Yes
____ No

Applicant Signature: _________________________________________________ Date: ______________________

PLEASE MAIL COMPLETED APPLICATION AND PAYMENT TO:

Kay Zettler, RHIT



Telephone  912-754-0143
203 Shaw Street
Rincon, Georgia 31326


E-Mail: zettlka@effinghamhospital.org
Check can be made payable to SEGHIMA and can be mailed to the above address or submitted to the Treasurer at the first meeting attended. 

