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Professional/Individual Membership Form

1. Contact Details

Last Name
First Name
Job Title (if relevant)


                






Street No.
Street Name
Apt./Unit
Town/City
Province
Postal Code








Telephone No. (including area code)
Email address

Home:                              Work:


2. Personal Information: Do you have a visual impairment?             Yes                   No
If yes, please describe your eye condition with a brief functional description, as well as any additional challenges. (Optional: this may be used to assist in connecting families with similar conditions.)











3. Please describe your professional interests and/or personal activities/hobbies.










4. Please list ways in which you might be interested in contributing to CAFVI.











Please circle your answer to the following statements: As a Professional/Individual Member of CAFVI …
1. I prefer to receive information from CAFVI by:



  Telephone           Email
2. I give permission for my membership information to be given to parents at the discretion of the CAFVI Board.








Yes                No
3. I am interested in becoming more involved in helping CAFVI to grow.

Yes                No
4. I would be interested in helping to organize an event.



Yes                No
     






____________________________________


Signature










CAFVI, Box 62001, Transcona R.P.O., 104 Regent Ave. E., Winnipeg, MB, R2G 5G2

cafvi@yahoo.ca
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