
 

 

 

MEMBERSHIP INFORMATION 

 

 

Male:  Female: 
 
First Name:                                                                          
 
Last Name:              

 
Address:  ___________________________________________________________________________ 
 
City:      Province:        Postal Code:  
 
Home Phone:   
 
Date of Birth: 
 
BC Medical Services Plan/Care Card Number: ______________________________________________ 
 
Email: _______________________________________  Date Joined:  __________________________ 
 

 
 
Guardian Information: 
 
Guardian:    Relation:    Phone: 
 
 
 
 

Medical Information: 
 
Emergency Contact:  __________________________________________________________________ 
 
Emergency Phone:  ___________________________________________________________________ 
 
 
 
Comments/Suggestions/Ideas: 
 


