UNITED OSTOMY ASSOCIATION OF GREATER ST. LOUIS

CHAPTER MEMERSHIP APPLICATION FORM

NAME:_______________________________________________________________

SPOUSE’S NAME:_____________________________________________________

ADDRESS:____________________________________________________________

CITY:________________________________STATE:________ZIP CODE:__________

PHONE: HOME:_________________________OFFICE:_________________________

OCCUPATION:__________________________________________________________

e-mail:__________________________________________________________________

YEAR OF SURGERY:_________________DATE OF BIRTH:____________________

Please check all applicable information

Type of ostomy:     
(   ) Colostomy
(   ) Ileostomy

(   ) Urostomy




(   ) Continent Ileo
(   ) Continent Urostomy




(   ) Other (specify):________________________________

Meetings:  (   ) Send meeting notices

(   ) Don’t send meeting notices

Help:
(   ) Would like to help on Phone Committee


(   ) Other Activities

Assistance:  (   ) Request Complimentary Membership

Medical Professional: 
(   ) Doctor
(   ) RN, WOCN
(   ) Other_______________

Membership Dues: $ 12.00

Make checks payable to U.O.A.S.L.

SEND CHECK TO:
HANK THILL, Treasurer UOASL




970 Imperial Point




Manchester, MO 63021




Phone: 636-225-5055

