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Down Syndrome Association of Acadiana |

Together... families dream, hope, and soar M@mééﬁ‘;‘/?l’f? /:O,.m ZO ]‘y

[own \Sﬂrza/rome Association of Acadiana

Flcasc return bg }:cbruarg 1,2019 to kccP your mcmbcrship active

Last Name: First Name: Spousc:

Com pany Namc (i[ aPP/icab/c):

Mailing Address:

City: State: Zip:

Parish: Cell Phone: Home FPhone:

Email Addrcss(s):

Connection to Down sgn&romc:

D Faren’c Dl Grandparent El Sibling D SCIF El Friend
El Therapis’c D Mcclica] Froviclcr Dl Educator D Other:
lnclivicluaﬂ with Down syndromc:

| ast Namc: ]:irst Name:

Date of birth: Dl ]:cma]c Dl Ma]c

5(:]’1001:

Siblingsz

[ives with:

Annual membcrshiP feeis $25 (1{: not Paic] bg Februarg 1,2019,your mcmbcrshil:) status will become inactivc)

]ndividuals with Down sgnclromc & their immediate Family receive a comPlimentarg first year

Mcmbcrsfvip type: | | New | | Renewal | | Comp‘imcntarg first year
] would like to support DSAA with an additional tax-deductible donation of:
[ s10 [ ] $25 [ s50 [ ]| s1o0 [ ]| Other
Fl'loto KCICaS‘;/WaiVCr: B}j signing here: N here]zy consent to and authorize the use and reProduction of

images of mgscIF and my minor child(ren) bg DSAA in Publications Proc‘ucc& bg DSAA incluc’ing, but not limited to, its newsletter, Promotional materials
and on DSAA’S website. DSAA does notinclude children’s name in such materials without the express Permission from their parents. | also hereby certhcy
that | am the parent orguar&ian of the above listed minor(s) and do give consent without reservation to the gorcgoing on behalf of said minor child(ren) to
DSAA.
[lease make checks payaé/c to D&AA and return this form with payment to DﬁAA, F O Box 81323, Lafaycttc, LA JO0598-1323.
D5A/4 /sa 501 ()3 (i n0n~loro)[/t) organization. C ontributions in excess of the minimum $2 5 mcméers/wp fee are tax deductible.



