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Partners Ending Homelessness 
2011-2012 Provider Coalition Individual/Student Membership Application
Directions: Please mail this completed form along with a check for the appropriate amount made payable to the Partners Ending Homelessness and reference Provider Coalition Membership to 201 Church Avenue, High Point, NC 27262.

Please choose one:  FORMCHECKBOX 
 New Membership  FORMCHECKBOX 
 Renewal 

Membership Fee: 

 FORMCHECKBOX 
 Individual - $25  FORMCHECKBOX 
 Student - $15  FORMCHECKBOX 
 Due to my living status, I am requesting a waiver.
Name: ________________​​​​​​​​​_______________________________________________________________

Mailing Address: _______________________________________________________________________

Physical Address: ______________________________________________________________________

Phone Number: _______________________________ Email: __________________________________
Section 2: Acknowledgement of Membership Agreement
Please check each of the following boxes in acknowledgement of each statement below. The Partnership Agreement shall continue until September 30, 2012 provided only that it may be terminated in writing by mutual agreement of each of the parties. Any Party of the agreement may also choose to withdraw from the agreement by giving one month’s written notice to the other Parties. 

 FORMCHECKBOX 
 I would like to be a member of the Provider Coalition of Partners Ending Homelessness, a broad base of community partners who work diligently to meet the needs of the homeless population in Guilford County.
 FORMCHECKBOX 
 I understand that the Provider Coalition speaks as one voice and through mutual support and recognition of each member as part of a larger whole, the community is better able to meet the needs of individuals and families experiencing homelessness and foster the systematic change necessary to break the cycle of homelessness, by responding to the needs of the community.
 FORMCHECKBOX 
 I will work as a part of the Provider Coalition to plan, develop and implement collaborative services designed to provide needed care and create systemic change within the community. 

 FORMCHECKBOX 
 I recognize that communicating with the media regarding the Ten Year Plan or Continuum of Care is done by the Partners Ending Homelessness Board of Directors and staff and that I should defer all questions directly to the aforementioned parties. 

 FORMCHECKBOX 
 I have reviewed the membership benefits, rights and responsibilities as outlined in the Provider Coalition Membership Information packet and agree to them. 

Name: ______________________________________________________________________________ 
_____________________________________________________________ Date: __________________
Signature
