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Application to Establish an HL7 International Affiliate
Thank you for your interest in establishing an HL7 Affiliate in your country.  There are a minimum set of conditions and expectations of petitioners for this application:

· Ability to devote time and energy on what it takes to become an affiliate

· Ability to meet criteria for approval

· Ability to promote HL7 within the country

· Ability to attend at least one working group meeting per year

· Establish a web site

· Ability to provide and/or promote training and education within the country

Criteria:

1. Will you be able to establish the affiliate as a not-for-profit organization?  A not-for profit organization is defined for this purpose as an organization whose primary objective is to support some issue or matter of private interest or public concern for non-commercial purposes and does not operate to generate profit.
   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

2. Will you be able to provide open membership with annual meetings?  (Individuals and organizations with an interest in healthcare and related standards may become members of the affiliate by paying an equitable published subscription and accepting a set of reasonable responsibilities of membership that are no more onerous than those of HL7 itself.  Members should have rights and responsibilities that may vary according to size or organization and subscription level but which are otherwise equitable.)

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

3. Will you be able to establish concensus-based qualified-majority (more than 60% of the combined “yes” and “no” votes) balloting process?

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

4. Will you be able to establish written policies – to include bylaws, policies and procedures, and decision making practices?  (Note: The affiliate may choose to adopt the HL7, Inc. policies if they choose not to establish their own.)

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

5. Is this petition supported by five (5) signature members including members representing at least four (4) distinct sectors from the following list:  a) Government or government authorized agency concerned with health, b) healthcare provider, hospital, user, c) healthcare insurer or payor, d) university department with an interest in healthcare systems, e) vendor or developer of healthcare related systems, f) consultants or expert advisors with business interest in healthcare systems?

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

6. What is the primary objective in becoming an affiliate?

	

	

	

	

	

	


7. Is there a current organization (e.g. HL7 users group) already operating within the country?  If so, how are they operating?

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

	

	

	

	


8. What is the relationship of the government with healthcare?

	

	

	

	


9. Will the government or other major organizations be supportive of standards development?  If so, who?

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

	

	

	

	


10. Will the government or other major organizations dictate the direction of the affiliate?
   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No
11. Is or will HL7 be endorsed by the government, clinical associations, or other national health informatics organizations?

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

12. Will the affiliate be able to perform realm specific ballots?

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

13. Will the affiliate have the ability to protect and defend HL7’s intellectual property?

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

14. Will it be a burden to attend at least one HL7 working group meeting or International Affiliate meeting each year? If so, please explain.

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

	

	

	

	

	


15. Will you be able to comply with the terms and conditions of the International Agreement?   If not, please explain.

   FORMCHECKBOX 
  Yes  


 FORMCHECKBOX 
  No

	

	

	

	


Additional Comments:

	

	

	

	

	

	


Petitioners may also enclose documentation in support of their application, including letters of endorsement and/or support from government, authorized healthcare agencies or providers, industry associations, academic centers or other organizations involved and interested in health informatics standards.

Please send completed application and supporting documentation to:

Health Level Seven, Inc.

Attn:  International Affiliate Application

3300 Washtenaw Avenue, Suite 227
Ann Arbor, MI  48104

734-677-7777

734-677-6622 (fax)
Or email to:  memberinfo@HL7.org
Petitioner Information

Each petitioner must provide a Resume and a Commitment Letter in addition to completing the information below:

Please provide mailing address for affiliate:

	

	

	

	

	

	


Primary Contact Person / Petitioner #1

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #2

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
 healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #3

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #4

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital
 FORMCHECKBOX 
healthcare insurer or payor, user
 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #5

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #6

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #7

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #8

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #9

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
	


Petitioner #10

	Name
	

	Title
	

	Organization
	

	Type of Organization

Select One Only
	 FORMCHECKBOX 
government or government authorized agency

 FORMCHECKBOX 
healthcare provider, hospital, user
 FORMCHECKBOX 
healthcare insurer or payor

 FORMCHECKBOX 
university department with an interest in healthcare systems

 FORMCHECKBOX 
vendor or developer of healthcare related systems

 FORMCHECKBOX 
consultant or expert advisor with business interest in healthcare systems


	Address1
	

	Address2
	

	Country
	

	Phone
	Fax



	Email
	

	Primary Objective in Becoming an Affiliate 
(please supply brief description below)

	

	Date
	
	Signature
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