
 
 

THE IFASC MEMBER FORM 
                             - to be used for renewals or new memberships -                       YEAR, 2011 

                                                                                                                          
Facility Name ____________________________________________________________________________ 
 
Address________________________________________City, State, Zip_____________________________   
 
Center’s Web Site __________________________________________ 
 
Telephone with Area Code_______________________Fax Number with Area Code____________________ 
  
Representative*____________________________________________Title____________________________ 
 
Email Address_____________________________________________ 
 
Alternate Representative*____________________________________Title____________________________ 
 
Email Address_____________________________________________ 
 
Medical Director__________________________________ Email Address_____________________________ 
 

Is the facility licensed as an Ambulatory Surgical Center by the Indiana State Department of Health? 
(     ) YES (     ) NO (     ) PENDING (     ) NOT APPLICABLE 
 
What is your accreditation status?  JCAHO______ AAAHC_______ AAAASC_______Other _______ 
 

Are you a member of:   ASCA______  IMGMA______ MGMA______ 
 
MEMBERSHIP DEFINITIONS AND DUES  
Voting Member*       $675.00 (      )  Granted to Ambulatory Surgical Centers licensed and located in the State of Indiana 
 
*Each ASC accepted as a voting member is entitled to two representatives of whom one is designated to act as the voting member.  
All employees of the Center qualify as members for reduced-fee educational program registration. 
 
 

Associate Member       $400.00 (      )  Granted to the following categories  
       
                 _____ASC Under Development                         _____Associate Allied Organization 

     Facilities that are under development and have                                            Entities not qualified for ASC or Vendor status 
     not yet been licensed by the State of Indiana.                                   but interested in providing support to the IFASC 

                 _____ASC – Newly Licensed   _____Associate – Individual 
       Facilities that have been licensed by the state                                   Persons not associated with an ASC, and not a 

     and open for less than two years.                                                                  Vendor, but interested in the activities of the 

     Date of initial licensing (month/year)                                      organization 
      
      __________________________________ 

 
CHECKS WITH APPROPRIATE PAYMENT SHOULD BE MADE OUT TO: 

 THE INDIANA FEDERATION OF AMBULATORY SURGICAL CENTERS, INC. or (more simply) IFASC  
 

Please complete and return this application to: 
 

IFASC 
P.O. BOX 3183 

CARMEL, IN 46082-3183 
 

Direct mailing/membership questions to Mary Anne Koehler, IFASC Administrative Secretary 
Phone: (317) 848-5255     Fax: (317) 848-2677     Email: Koeher-ma@sbcglobal.net 

 

 
 


