
TYPE OF MEMBERSHIP YOU ARE APPLYING FOR: 

HEALTH ORIENTATION ACTIVITY 

FOUNDATION CORP. 

A Not for Profit Corporation 
9153 SW 206 Street, Miami, FL 33189 

VOLUNTEER MEMBERSHIP 

APPLICATION FORM 

0 GENERAL MEMBER (SUG. DONATION $100 AND UP/YEAR): 

0 SUPPORT MEMBER (SUG. DONATION $300 AND UP/YEAR): 

0 HONORARY MEMBER (SUG. DONATION $5,000 AND UP/YEAR): ___________ _ 

0 OTHER: ------------------------------

DATE: _______ _ 

LAST NAME: __________ FIRST NAME: _______ MIDDLE NAME: ____ _ 

DATE OF BIRTH:-�/-� __ (MM/DD/YY) 

GENDER: FEMALE MALE ADULT __ TEENAGER ___ CHILDREN __ 

LEGAL GUARDIAN'S NAME IF UNDER 21 YEARS OLD: 
------------------

LEGAL STATUS: SINGLE __ MARRIED __ SEPARATED DIVORCED __ WIDOWED __ 

ADDRESS: ____________________ CITY: _________ _ 

STATE: ZIP: 
--------- -----

HOME PHONE: ______________ CELLPHONE: ___________ _ 

EMAIL: _______________________________ _ 

OCCUPATION: _____________________________ _ 

SPOKEN LANGUAGES: 
----------------------------

HEALTH HISTORY (PLEASE EXPLAIN ANY CONDITION, SURGERY, ETC.): ____________ _ 

FAVORITE HOBBIES: _________________________ _ 




	LAST NAME: 
	FIRST NAME: 
	MIDDLE NAME: 
	DATE OF BIRTH: 
	LEGAL GUARDIANS NAME IF UNDER 21 YEARS OLD: 
	ADDRESS: 
	CITY: 
	STATE: 
	ZIP: 
	EMAIL: 
	OCCUPATION: 
	SPOKEN LANGUAGES: 
	FAVORITE HOBBIES: 
	OTHER: 
	GENERAL MEMBER SUG DONATION 100 AND UPYEAR: 
	SUPPORT MEMBER SUG DONATION 300 AND UPYEAR: 
	HONORARY MEMBER SUG DONATION 5000 AND UPYEAR: 
	CELLPHONE: 
	HOME PHONE: 
	FEMALE: Off
	ADULT: Off
	TEENAGER: Off
	CHILDREN: Off
	MALE: Off
	SINGLE: Off
	MARRIED: Off
	SEPARATED: Off
	DIVORCED: Off
	WIDOWED: Off
	Check Box 2: Off
	Check Box 1: Off
	Check Box 3: Off
	Check Box 4: Off
	EXERCISE: Off
	QI GONG: Off
	TAI CHI: Off
	MARTIAL ARTS: Off
	REIKI: Off
	AROMATHERAPY: Off
	YOGA: Off
	MEDITATION: Off
	ACUPUNCTURE: Off
	HERBAL MEDICINE: Off
	CHIROPRACTIC: Off
	ART: Off
	MESSAGE: Off
	THERAPY: Off
	SPORTS: Off
	SWIMMING: Off
	TENNIS: Off
	DANCE: Off
	MUSIC: Off
	GUITAR: Off
	PIANO: Off
	NUTRITION: Off
	OTHER:: 
	WHAT ACTIVITIESSERVICES IF ANY ARE YOU INTERESTING IN RECEIVING: 
	WHAT ACTIVITIESSERVICES IF ANY WOULD YOU LIKE TO PERFORM: 
	WHAT ACTIVITIESSERVICES IF ANY WOULD YOU LIKE TO PERFORM 2: 
	DATE: 
	MEMBER ID NUMBER: 
	HEALTH HISTORY: 
	HEALTH HISTORY LINE 2: 
	FULL NAME: 
	RESET: 
	PRINT: 
	SEND: 


