NETWORK ENROLLMENT FORM
it R

Please complete, sign this form, and send to: Community Care Network of Kin On
815 South Weller Street Suite #212
Seattle, WA 98104

Date [ 1]
Name 1% ¢
Date of Birth {115 [ IH]
Please circle one %ﬁ k=" Fﬁﬁfﬁﬁ '

Mr. A% Mrs A Miss /| 1 Ms. ¢4
Address #9i-
City 557} State /| Zip 2l
Phone &5 B ﬁf[ ( )
Language you speak 7 i f I English 4! 7t gﬁ Chinese &' 7t i

What dialect are you most comfortable with?
(R P A 2

() Cantonese ?,ﬁd%ﬁ () Mandarin B/
() Toishanese ’F"Ip[?ﬂ () Other & [ :

EMERGENCY CONTACT Ei@]iﬁ(%ﬁﬁw’éﬁ*ﬂ 3
Contact Name Fig * 1t €
Relationship R

Daytime Phone | IFEI E’Fﬁ% ( )
Evening Phone Em&; & ﬂfly’ﬂﬁ% ( )
Address i

City i’?*ﬂ State /| Zip ,ﬁﬂ?*r'}

( ) I'would like to enroll in the Kin On Community Care Network.

8% S AR e

Enclosed is my donation amount of $ (Optional).
o - ¥ () -
Signature & f - Date [ # :

How did you hear about the Kin On Community Care Network?

[SES L AR L B 2 A U B

( ) Radio & f,?&& ( ) Religious Org. & ?"ﬂ@“ﬁ%} () Kin On staff [t %
( ) Brochure ‘| {*]+ () Neighbor 3".%’5%[ ( ) My Doctor &+
( ) Newspaper #i% ( ) Son or Daughter jd & () Friend 9%

( ) Agency &Mﬁ () Other £l {4



