
New York Counties Registered Nurses Association
120 Wall St. 23rd Fl.
New York, NY 10005
T.: 212.673.7110, F.: 212.673.7762 E.: nycrna@aol.com

Yes! I want to be a Member!

____ New Member ____ Renewal

Name _____________________________________________________________________________________________

Address ___________________________________________________________________________________________

Phone (H) ____________________________________________ (W) ________________________________________

e-Mail ____________________________________________________________________________________________

Social Security # ________________________________________ RN License # ________________________________

Credentials ________________________________________________________________________________________

Employer __________________________________________________________________________________________

Title ______________________________________________________________________________________________

I’m interested in the following groups:

____ Bylaws ____ Editorial Advisory

____ Finance ____ Awards Programs

____ Legislation/Healthcare Policy ____ Retired Nurses

____ Membership/Marketing

NYCRNA Political Action Committee

The NYCRNA-PAC is a non-partisan committee that endorses political candidates who support nursing’s positions on

health care. Beginning July 1, 1999, $5. of your annual dues will support the NYCRNA-PAC. Your $5. will help us

increase the association’s political clout in promoting quality patient care and protecting RN’s rights. It is deducted auto-

matically from your dues. If you do not wish to, or cannot make this contribution, please check the appropriate box below.

____  I do not wish to contribute $5. annually to the NYCRNA-PAC.

____  I am not a US citizen, and do not have a green card. I am unable to contribute to the NYCRNA-PAC.

Annual Dues: $95. (Retired Nurses: $50.; Newly licensed RNs: $50. [first year only])

Signature ________________________________________________________ Date ____________________________

Please mail this form with your check (payable to NYCRNA) to:

New York Counties Registered Nurses Association
120 Wall St. 23rd Fl.
New York, NY 10005

NYCRNA
District 13




