CFW MEMBERSHIP FORM

Voting member:
yes
no

Associate member:
yes
no

Name of Member Organization: 

___________________________________________________________________________

Primary Contact person
Name: _____________________________________________________________________

Email: _____________________________________________________________________

Secondary Contact person

Name: _____________________________________________________________________

Email: _____________________________________________________________________

Address of Association ___________________________________________________________________________

___________________________________________________________________________

Association’s Contact Data:

Telephone__________________________________________________________________

FAX_______________________________________________________________________

Email Contact: ______________________________________________________________

Organization website__________________________________________________________

Please provide the following information about your country for our 

database
	Number of Clinics in the country
	

	Number of known CF Patients in your country
	

	Number of patients under the age of 18
	

	Number of patients over the age of 18
	


