
Last Name ________________________  First Name ______________________  Middle Initial ______  Spouse’s Name _____________________________

Address ________________________________________________  City ________________________________  State ___________  Zip _______________

Phone ______________________________________________________  E-mail ____________________________________________________________

� Check for $55 dues enclosed to join/renew (payable to The George West Mental Health Foundation)

� Charge $55 dues to my credit card to join/renew:     � MasterCard       � VISA       � American Express       � Discover       � Diners Club

Name on Card _______________________________________________  Card Number  ________________________________________________________

Card Security Code ______________  Billing Zip Code _______________________  Expiration Date _____________________________________________

Signature ______________________________________________________________________  Date _____________________________________________

If your contact information has changed, please update & return this form. Please note “Lifetime Associates” need not pay annual dues.
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