


Society of Professionals with Visual disabilities (SOPVID)

Membership Application Form

Please provide the following information about yourself, and send the filled form to sopvid@gmail.com and copy to jgichuhi@itacconsulting.com


TITLE: Mr./Miss/Mrs./Dr./Prof. etc.

NAME:

GENDER:

CITIZENSHIP:

ID/PASSPORT NUMBER:

INSTITUTIONAL AFFILIATION:

EMAIL:

MOBILE PHONE NUMBER:

POSTAL ADDRESS:

TYPE OF MEMBERSHIP (FULL/ASSOCIATE)

SIGNATURE/INITIALS

[bookmark: _GoBack]DATE:



