SPINA BIFIDA OF WESTERN NEW YORK

Membership Application

New Membership ____________          or          Updated Membership ________________

DATE _______________

NAME(S)_________________________________________________________________

STREET _________________________________________________________________

CITY, STATE, ZIP _________________________________   COUNTY _____________

PHONE NO. _______________________   NUMBER IN FAMILY: ________

EMAIL ADDRESS: ________________________________________________________

I am interested in membership as:

____Parent of a Child with Spina Bifida and/or Hydrocephalus

____Adult with Spina Bifida and/or Hydrocephalus

____Professional (Medical, Educational, Social Service, Etc)

____Supportive Member (relative, friend, etc)
Please provide name, sex, and DOB of child or adult with Spina Bifida: 
Name __________________________________________    Sex_______    Date of Birth ____________________

Are you interested in becoming more involved?             Yes ____________       No ___________

Would you like to serve on the Board of Directors?        Yes ____________      No ___________

What subjects would you like to learn more about? ____________________________________________________

What activities would you like to participate in? ______________________________________________________

