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To serve our members better, we need to update our database annually.  Please complete the form and return it to us in the enclosed envelope. If you prefer, go to our website 
www.dsaco.net
 and click on the link for an interactive form that can be completed and e-mailed to dshowalter@dsaco.net
)





	DSACO Annual Membership Application
There is no fee to be a member and membership is open to anyone with an interest in Down syndrome.

	Applicant Information

	Primary Contact Name:  

	[bookmark: Text2]Secondary/Spouse Name:       

	[bookmark: Text3]Street Address:       
	[bookmark: Text4]Number in Household:   

	[bookmark: Text5]City:       
	[bookmark: Text6]State:       
	[bookmark: Text7][bookmark: Text8]Zip Code:        -     
	[bookmark: Text9]County:       

	[bookmark: Text10][bookmark: Text11][bookmark: Text12]Primary Phone Number:  (        )     -     
	[bookmark: Text13][bookmark: Text14][bookmark: Text15]Secondary Phone Number:  (        )     -     

	[bookmark: Text16]Primary E-mail Address:       
	[bookmark: Text17]Secondary E-mail Address:      

	[bookmark: Text18]Primary Contact Employer:      
	[bookmark: Text19]Secondary Contact Employer:      

	Contact Method

	[bookmark: Check1][bookmark: Check2][bookmark: Check3][bookmark: Check4][bookmark: Check5]Do you want to receive the Keeping Up newsletter?   Yes |_|   No |_|                   If yes, select method:  Email |_|  Hardcopy |_|   Both |_|

	[bookmark: Check6][bookmark: Check7]Do you want to receive E-blasts?      Yes |_|   No |_|

	[bookmark: Check8][bookmark: Check9][bookmark: Check10]Preferred Method of Contact:    Phone |_|   E-mail |_|    Mail |_|
	[bookmark: Check11]OPT OUT:  Please remove me from all mailings: |_|

	Information about person with Down syndrome

	[bookmark: Check12][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17][bookmark: Check20] (
Primary Contact:
)What is your relation to a person with Down syndrome:    Self  |_|   Parent |_|  Sibling |_|  Grandparent |_|  Extended Family  |_|   None  |_|

	 (
Secondary/Spouse:
)What is your relation to a person with Down syndrome:    Self  |_|   Parent |_|  Sibling |_|  Grandparent |_|  Extended Family  |_|   None  |_|

	[bookmark: Text20]Name of Person with Ds:       
	[bookmark: Text21][bookmark: Text22][bookmark: Text23]Date of Birth:     /    /       MM/DD/YYYY

	[bookmark: Check18][bookmark: Check19]Gender:  Male |_|  Female |_|
	[bookmark: Text24]Ethnicity:       
	[bookmark: Text25]  Birthing Hospital:       

	If the parent, list Medical Conditions of the person with Ds Below:

	[bookmark: Text26]1.       
	[bookmark: Text27]2.       
	[bookmark: Text28]3.       

	Please complete contact information of Person with Ds if person with Ds does not reside with you.

	[bookmark: Text32]Address:       

	[bookmark: Text33]City:       
	[bookmark: Text34]State:       
	[bookmark: Text35][bookmark: Text41]Zip Code:        -     
	[bookmark: Text36]County:       

	[bookmark: Text37][bookmark: Text38][bookmark: Text39]Phone Number:  (       )      -     
	[bookmark: Text40]E-Mail Address:       

	We will not sell or share your personal information with third parties. We will use the information to contact you about services or events that are relevant to Down syndrome.
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