Sharecare Ghana (Sharecare4u)

Membership Form
MEMBER INFORMATION:  
Last Name 􀀀 Mr. 􀀀 Mrs. 􀀀 Ms. 􀀀 Dr.:_____________________ First Name(s):___________________ ___________
Date of birth: _____________________

Address: ________________________________________________________________________________________
City: _____________________ Country: _____________________
Telephone number: _____________________ Cell Phone number: _____________________

E-mail: __________________________________________
Current (or previous) occupation: _____________________
How did you hear about us? _____________________ Today’s Date: _____________________
ADDITIONAL INFORMATION: PLEASE FILL OUT THE OPTION THAT APPLIES TO YOU.
1) Do you have an autoimmune disease or a disease of the central nervous system?  Yes​​​​______ No______
Kindly give details of disease__________________________________________​​​​​______________________________
________________________________________________________________________________________________________________________________________________________________________________________________
Date of diagnosis (approx): _____________________ Age of onset: _____________________

Are there other people in your family with similar diseases? Yes _____ No _____

If so, who? _____________________ 
Current Medical Center for treatment: ______________________________________________
2) Are you related to someone with an autoimmune disease or a disease of the central nervous system? 
Yes​​​_____ No_____
Kindly give details of disease__________________________________________​​​​​______________________________
________________________________________________________________________________________________________________________________________________________________________________________________

How are you related to him/her? _____________________
3) Are you a carer for someone with an autoimmune disease or a disease of the central nervous system? 
Yes_____ No_____

Kindly give details of disease__________________________________________​​​​​______________________________
________________________________________________________________________________________________________________________________________________________________________________________________

4) Are you a professional in the area of autoimmune diseases and diseases of the central nervous system?
Yes _____  No_____
Kindly give details of the work you do (e.g. medical doctor, social worker etc.)________________________________
THERE ARE MANY WAYS YOU CAN HELP, EVEN IF YOU DO NOT FALL WITHIN THE CATEGORIES ABOVE.
Kindly tick one or more options to indicate how you will help:

· Donor – GH¢250.00 every year
· Sponsor – GH¢500 every year

· Benefactor – GH¢1,000 or more every year
· Volunteer – I will dedicate _____ hours a week to Sharecare Ghana activities
Signature: _____________________
Contact:

The Coordinator

Sharecare Ghana

P.O. Box CT 4910

Cantonments

Accra

Tel: 020 815 7404

Email: sharecare4u@gmail.com
Website: www.sharecare4u.org 

