
Qty. Description Price Total Price
Hospital Reports
2008 Physician Salary Survey Report $295.00
Data CD & Physician Rep’t** ■■ Regional $490.00 ■■ National $790.00
2007-2008 Hospital Salary & Benefits Report $350.00
Data CD & Hospital Rep’t** ■■ Regional $545.00 ■■ National $845.00
Long-Term Care Reports
2008-2009 Continuing Care Retirement Community Report (Available June) $295.00
Data CD & CCRC Rep’t** ■■ State $390.00  State ________ ■■ National $790.00
2008-2009 Nursing Home Salary & Benefits Report (Available July) $295.00
Data CD & NH Rep’t** ■■ State $390.00  State ________ ■■ National $1,290.00  
2007-2008 Assisted Living Salary & Benefits Report $295.00
Data CD & AL Rep’t** ■■ State $390.00  State ________ ■■ National $1,290.00
Home Health and Hospice Reports
2007-2008 HOMECARE Salary & Benefits Report $295.00
Data CD & HC Rep’t** ■■ State $390.00  State ________ ■■ National $1,290.00
2007-2008 Hospice Salary & Benefits Report $250.00
Data CD & Hospice Rep’t** ■■ State $345.00  State ________ ■■ National $745.00
Multi-Facility Report
2007-2008 Multi-Facility Corporate Compensation Report*  $595.00
(*50% off MCR when purchasing any other HCS Report at same time)
Other Reports
2007-2008 Nursing Department Compensation Report $250.00
Data CD & ND Rep’t** ■■ State $345.00  State ________ ■■ National $1,245.00
2007 Rehabilitation Compensation Report $250.00

Subtotal
Shipping $15.00 per Report+

NJ State Sales Tax (7% - NJ Facilities Only)
+All orders are shipped UPS Ground (Contiguous US only). ORDER TOTAL
Additional charges apply for shipping to AK, HI, and APO. Overnight service available upon request.
** Available only with purchase of the Report. The Excel database allows you to sort the raw salary data used to compile the 
Report. Sort by county, revenue size, and profit status by job. Does not contain Fringe Benefits. This is not the Compiled Report.

HCS Report Order Form
Fax your order to (201) 405-2110, or mail with payment to HCS, PO Box 376, Oakland, NJ 07436.

Due to the sensitive nature of the
data, no returns will be accepted.

Ship To:

Name: _____________________________________________________________________________ Title: ____________________

Company: ___________________________________________________________________________________________________

Street Address: _______________________________________________________________________________________________

City: __________________________________________________________________ State: ____________ Zip:________________

Phone: _____________________________ Fax: ______________________________ e-mail: _______________________________

Are you member of:    ■■ AAHSA        ■■ AHCA        ■■ NCAL       

■■ CHECK ENCLOSED (Make check payable to: Hospital & Healthcare Compensation Service)  ■■ PO # _________________

■■ VISA*        ■■ MASTERCARD*        ■■ AMERICAN EXPRESS* 

Credit Card No.:  __ __ __ __ - __ __ __ __ - __ __ __ __ - __ __ __ __ Expiration Date:  ____ / ____ / ____

*Cardholder's Name:____________________________________________________

*Signature (Required):___________________________________________________

*Cardholder’s Billing Address: ____________________________________________

*City, State, Zip:________________________________________________________

Hospital & Healthcare 
Compensation Service

201-405-0075
www.hhcsinc.com
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