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ANNUAL MEMBERSHIP

(FEE $20.00)

NAME


___________________________________________________________________

ADDRESS
_______________________________________________________________

POSTAL CODE
____________ PHONE   ​​​____________
E-MAIL ___________________

CHILD’S NAME
______________________   CHILD’S DATE OF BIRTH _______________













   (mm/dd/yy)

PLEASE CHECK IF YOU ARE:

PARENT
 FORMCHECKBOX 


PROFESSIONAL
 FORMCHECKBOX 


OTHER
 FORMCHECKBOX 

STUDENT
 FORMCHECKBOX 


AGENCY

 FORMCHECKBOX 

PLEASE CHECK IF YOUR MEMBERSHIP IS:

RENEWAL
 FORMCHECKBOX 


NEW


 FORMCHECKBOX 

PLEASE COMPLETE AND MAIL (with payment)
TO:

Autism Treatment Services of Saskatchewan, Inc.

Saskatoon Community Service Village

#302 - 506 25th Street

Saskatoon, SK     S7K 4A7

FOR OFFICE USE ONLY

Payment received

_____


Member list updated
_____

Receipt Issued

_____


 

Date Received

_______________
Date Expires  ________________

