
WE’RE ALL RELATED BY BLOOD 

 

2010-11 ADULT MEMBERSHIP REGISTRATION FORM 
 The information you supply is confidential and will only be used to establish a true portrait of our membership in 

order to be able to adapt our programs in consequence.    
 
 
 

CONTACT INFORMATION 

First name: ___________________________ Family name: _____________________________ 

Address: ___________________________________________________________________________ 

City: ____________________________________      Province: ________________________________ 

Postal Code: _______________________________ Telephone: (____) _________________________ 

E-mail: ____________________________________ Tel. (Work): (____) ________________________ 

Date of birth: ____________________________  

□ Your signature here signifies your refusal for us to give your coordinates to the Canadian 
Hemophilia Society - National Chapter (CHS). Otherwise, we will pass them along so that you can 
be a member and receive the quarterly newsletter, Hemophilia Today, as well as other 
information.  

Signature:                                                                            

□ I authorize the CHSQ to use my name and telephone number in order to create an address book that 
will be sent only to members of the organisation. All other information on this form will remain 
confidential.  

Signature:                                                                           
 

□  You are a person with a bleeding disorder (including carriers).   

Type of bleeding disorder Level of severity Inhibitors Infection(s) due to 
treatment related to your 

bleeding disorder   

□  Factor VII               

□  Factor VIII 

□  Factor IX                

□  Factor XIII 

□  Von Willebrand       

□  Carrier 

□  Other ? Which disorder? 
______________________ 

□ Severe  

□ Moderate 

□  Mild 

□  Yes 

□  No   

□  HIV 

□  Hepatitis C 

□ Other:  

___________________ 

Treatment 

Treatment centre: ________________________________Treating doctor: ____________________________ 

Where your treating doctor practices (if different from the treatment centre):   _____________________________ 

Type of treatment  
Product used: __________________________Approximate number of bleeding episodes per month? ______ 

Have you started prophylaxis? _________   How often? ____________ / week 

If you have inhibitors, have you begun immune tolerance?   ___________ 

 

□  You are related to someone (people) with a bleeding disorder.   
 

What is your relation to this person (these people)?   _________________________________ 
 

Please indicate his/her/their name(s)? _________________________________________________ 
 

□ You are a person who was infected through a blood transfusion.   

Date of transfusion: ____________________________ 

Infection(s) from a blood transfusion:   □ HIV □   Hepatitis C  □   Other: _______________ 

C a n a d i a n  H e m o p h i l i a  S o c i e t y  –  Q u e b e c  C h a p t e r  
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WE’RE ALL RELATED BY BLOOD 

 

In which hospital and by which doctor are you followed?   

HIV: ____________________________________  ______________________________________ 

Hepatitis C: ____________________________________   ______________________________________ 

Other:  ____________________________________  ______________________________________ 

□  You are related to someone (or people) who was/were infected by a blood transfusion.   
 

How are you related to this person/these people?  _______________________________________ 
 

Please indicate his/her/their name(s)? _________________________________________________ 
 

□  You  have lost a loved one. 

 This person  □  had a bleeding disorder. 

   □  was infected through a blood transfusion.   
 

□ You’re interested in CHSQ activities. 
 

 

THE CHSQ AND YOU:   

What services offered by the CHSQ made you become a member this year?   

□ Representation / Advocacy □ Information (Écho du facteur, workshops, website…)  

□ Support for research □ Psychosocial activities (Family weekends, summer camp..)   

□ Other: ____________________________ 

 

Do you have any specific needs that you think the CHSQ doesn’t presently meet? Please name these needs 
and how the organisation can meet them.  

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________ 

VOLUNTARY CONTRIBUTION: 
□ I want to contribute to the work of the CHSQ in 2010 to allow the organisation to accomplish its mission.   

Amount* of my contribution for 2010:    

□ 20$  □ 50$   □ 100$  □ Other $ ______ 

Method of payment:  

□ Cheque made out to the order of the CHSQ  □ Postal Order 

□ Visa □ MasterCard 
 

                

Credit card number: 

Expiry date: _____________________ Signature: ___________________________________ 
 

* A receipt for income tax purposes will automatically be issued for all contributions of $10 or more.   
  
 

PLEASE SEND YOUR PAYMENT TO THE FOLLOWING ADDRESS:   

Canadian Hemophilia Society – Quebec Chapter 

2120, Sherbrooke East, Suite 1102, Montreal (Quebec), H2K 1C3. 
 

THANK YOU! 
 


