
 

 

Applications and all required materials may be submitted electronically.  All questions must be completed.  

NC Health Care Providers Alliance 
PO Box 16498  

Winston-Salem, NC  27115-6498 
(336) 765-0049 : Phone 

 email to info@nchcpa.com 
FAX to: 336-794-4025 

 
_______________________________  _________________ 
Name (Last, First, Middle)  Preferred First Name 
 
_______________________________ 
Title or Position 
 
___________________________________________________ 
Name of Company/Agency/Organization 
 
___________________________________________________ 
Business Address (with Zip Code) 
 
_____________________            ________________________  
Work Phone (w/ area code) Work Email Address 
 
 
___________________________________________________ 
Home Address (with Zip Code) 
 
 
Birth Date (month, date, year) ____________________ 
 
Ethnicity (optional): � African-American � Asian American/Pacific Islander   �Caucasian  
 � Hispanic/Latina  � Native American  � Other_________________ 
 
Do you currently have a pending lawsuit against the State of North Carolina?  
 
If not, are you interested in legal representation? 
 
If YES – Please explain: 
 
 
  

 



 
 
Please check appropriate box below: 
 
I represent: 

 
�Individual   �Small Agency   �Large Agency    �Vender    � Other_____________ 

 
Please indicate the type of services you provide _________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
 
Annual revenues (or budget) of your organization: 
 

� less than $250,000   �$250,000 to $499,000  �$500,000 to $999,999     
 �$1,000,000-$2,999,999   � $3,000,000 and above  

 
 
 

Number of employees 
� less than 10  �10-19  � 20-29  � 30-49   
� 50-99  � 100-499  � 500 & above 

 
 
I certify that all statements made in this application are true, complete and correct to the best of my knowledge 
and are made in good faith. I know and understand that all items herein may be verified.  
 
E-mail Address _____________________________________________________ 
 
____________________________________________________________________ ____________________ 
Signature          Date 

 
 

Signature is required in order to process application 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

www.nchcpa.com 
 


