
ADVOCACY DAY 
Become a Sponsor We 

need your Support!

Home Care at the Capitol
February 27, 2024

Join HCP and bring Home Care to the Capitol.

Support your colleagues as they educate lawmakers about critical issues facing the home care 
industry.  Provider voices are essential in helping legislators understand how budget and bulk 
proposals impact agencies, employees, patients, and the future of home and community-based care.

ADVOCACY DAY SCHEDULE

Breakfast & Briefing

Member meetings with legislators

Check (made payable to HCP)           VISA           MasterCard           Discover         AMEX

Submit sponsorship forms via email to pritchard@nyshcp.org or fax, 518.463.1606
Information on overnightrooms with special pricing available on website. www.nyshcp.org

Support home care through an Advocacy Day Sponsorship

Your $500 Advocacy Day Sponsorship includes the following: 
• Verbal recognition and sponsorship signage at the breakfast and briefing
• Ability to display collateral at the breakfast
• Your company name featured on all Advocacy Day marketing and promotional materials

8:30 am -10:00 am

10:00 am -3:00 pm

Albany Room-Empire State Plaza

Capitol and Legislative Office Building

Organization______________________________________________________________________________________

Address:___________________________________________________________________________________________

City:_________________________State:_________Zip:_________Phone:_________________________________

Attendee Name: _________________________________________________________________________________

Title:____________________________Email(Required)_________________________________________________

PAYMENT METHOD

$500 payment in full is required at the time of submission.

Check (made payable to HCP)          VISA          MasterCard          Discover          AMEX

Cardholder’s name________________________________________________________________________________

Card Number: _____________________________Security Code:_________Exp. Date:___________________

Billing Address:___________________________________________________________________________________

Signature:__________________________________________________________________________

mailto:  pritchard@nyshcp.org
www.nyshcp.org
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