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MEMBERSHIP APPLICATION


1.     THANK YOU FOR YOUR ASEA MEMBERSHIP

Thank you for joining ASEA. Membership fees contribute directly towards the Society’s ability to provide informational resources and services to families and professionals who support individuals with Autism Spectrum Disorders. 


2.     Name & Contact Information Information gathered will not 
be sold, traded or used for any purposes not directly related to ASEA

Dr. / Mr. / Mrs. / Ms. (First) _____________________________ (Last) ______________________________


Dr. / Mr. / Mrs. / Ms. (First) _____________________________ (Last) ______________________________

Mailing Address: _____________________________________ City ________________ PC ____________

Telephone: (h) _____________________ (w) ______________________ (c) _________________________
E-mail: ___________________________________  2nd/work e-mail: _______________________________

Occupation / Workplace: _____________________  Occupation / Workplace: ________________________


I am (optional): ( an individual with autism   ( a parent     ( a relative: _____________________________
                      ( a teacher/teacher’s aide    ( an agency  ( a professional  ( other

3.     About your children Knowing the ages, situations and schools of your children 

helps us notify you about programs available and scholarships for siblings.


Your child’s name _________________________  DOB __________   ( School ______________________
Your child’s name _________________________  DOB __________   ( School ______________________
Your child’s name _________________________  DOB __________   ( School ______________________
Diagnosis (Optional) 1)  

       
         2) 
     

          3) ______________________  


4.     Type of Membership ASEA has simplified its membership offerings for your convenience


( $50 New family membership
            ( $100 professional / agency membership
( $50 renewing family membership
( $50 teacher / teacher’s aide membership
( *$0 assisted family membership
 *ASEA recognizes that some families are unable to afford annual fees. ASEA will consider requests 








   for assisted family membership on a case by case basis. All inquiries will remain confidential.

        I would like to receive ASEA’s quarterly magazine Autism Now by     ( email   ( by mail

5.     Payment Memberships are renewed annually.
Donors and volunteers play an vital role in sustaining services and creating new programs.

( Visa   ( MasterCard   ( Cheque

Card number ​​_________________________ Expiry date _________

Signature
_______________________________________________


Yes! I’d also like to make a donation to ASEA

( $25 ( $50 ( $100 ( $250 ( Other ________________________


   ( Yes! I’d like to volunteer for ASEA – please contact me!

dd/mm/yy





dd/mm/yy





dd/mm/yy





      Please consider giving �   of your time or financial�  resources in addition �to your membership.





  All donations over �    $25 are eligible for a�       charitable tax receipt.





(mm/yy)





Please return your completed form and/or donation to:


Autism Society of Edmonton Area


#101, 11720 Kingsway Avenue, Edmonton, AB T5G 0X5�E-mail: autism@autismedmonton.org�Phone: 780-453-3971   Fax: 780-447-4948�





FOR ASEA OFFICE USE ONLY:�Member #: ___________________�Expiry (dd/mm/yyyy): ___________








