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MEMBERSHIP FORM 

Please find enclosed my payment of $50.00 ($30.00 for Nursing and Allied Health 

Professionals) for annual membership with The Brain Cancer Group 

(Membership expires June 30th) 

 

NAME:    _________________________________________________________________________________ 

ADDRESS:_____________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________ 

EMAIL:_______________________________________________________________________ 

AMOUNT:  $ _________________                          

CHEQUE                                         VISA / MASTERCARD                             CASH                 (Please Circle) 

CARD NAME:__________________________________________________________________ 

CARD NUMBER:  __ __ __ __ / __ __ __ __ / __ __ __ __ / __ __ __ __ 

EXPIRY: __ __ / __ __ 

SIGNATURE:___________________________________________________________________ 

Please return this form to the above postal address, email address or fax.  
 


