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Name   _______________________________
Title   ________________________________
Address ______________________________
City __________________________________
State _______    Zip  ____________________
Phone  _______________________________
Fax  _________________________________
Email    _______________________________C
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Name ________________________________
Title  _________________________________
Address ______________________________
City __________________________________
State _______    Zip  ____________________
Phone  _______________________________
Fax   _________________________________
Email   _______________________________

Company Name  _______________________
 _____________________________________
Address   _____________________________
_____________________________________
City  _________________________________
State   _______     Zip   __________________
Phone  _______________________________
Fax  _________________________________
Email   _______________________________
Website  _____________________________
Number of Employees    ______
Full-time   ______
Part-time ______
Local ______
National ______
Year established    _____________________
Website Search Keywords (up to 30 characters)
_____________________________________________
_____________________________________________
Date of application   ____________________

Chamber Business Development Executive:
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ss �  Check if billing address is same as above.

Address   _____________________________
_____________________________________
City  _________________________________
State  _______         Zip  _________________
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1 - 5 $  395.
6 - 10 495. 
11 - 25 575.
26 - 50 675.
51 - 75 1000.
76 - 100 1350.
101 - 125 1750.
126  - 150 2200.
151 - 175 2600.
1001 and over                              negotiable
� Health Care Council Membership
       (additional $25) 
� PULSE Membership
       (additional $45 per person) 

900 Chapel Street, 10th FL 
New Haven, CT      06510 

Main phone  (203) 787-6735 
GNHCC fax (203) 782-4329

www.gnhcc.com  .   info@gnhcc.com
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Health Care Council (+ $25)
PULSE (+ $45 x ___ employees = $      )

TOTAL $  ________

Method of Payment
� Check � AMEX  � VISA   
 � Mastercard  �  Discover
Acct #  ______________________________
Expiration date  _______
Signature  ____________________________

Please select one of the following categories 
for your business or organization. If you are 
uncertain which category describes your busi-
ness, please contact your Business Development  
Executive for assistance.
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Please send me information on:
� Member to Member discount program
� Health Care Council
� PULSE (Greater New Haven Young Professionals)
� Insurance Quote

� Accounting / Bookkeeping Services
� Advertising / Marketing / Public Relations
� Architectural Services
� Arts & Entertainment
� Associations / Organizations / Foundations
� Auto Dealers / Leasing / Auto Rental
� Automotive Repair
� Aviation
� Banks / Financial Institutions
� Biotech / Pharmaceutical
� Boats / Marine
� Business to Business
� Communications
� Computer Services
� Consultants
� Consumer Services
� Contractors
� Creative Services
� Distributors
� Education / Training
� Elder Services
� Employment / Staffi ng
� Engineering
� Financial Services
� Food / Edibles
� General Services
� Hotels / Motels / Inns
� Insurance Services
� Legal Services
� Maintenance / Cleaning
� Manufacturing
� Media
� Medical / Health Services
� Municipalities
� Personal Care Services
� Professional Services
� Printing / PrePress / Publishing
� Real Estate Services
� Religious / Spiritual Services
� Restaurants / Cafes / Banquet Facilities / Clubs
� Retail
� Social Services
� Transportation
� Utilities
� Wholesale


