THE COALITION FOR HEMOPHILIA B, INC.

REGISTRATION FORM

Name: Age:

Relation to Person with Bleeding Disorder (i.e., Self, Mother, etc.)

Name of Family Members attending, Relation to Person with Bleeding Disorder, and Age:

Age
Age
Age
Age
Age

Which member(s) of your family have Hemophilia B?
Age
Age

(Please note if person has inhibitors)

Contact Information

Telephone: Cell phone:

E-mail:

Emergency Contact:

Name: Phone:

Photo Release

Do you authorize the use of any photographs that include

yourself or family members (to be used for our newsletter, website)? ~~ YES ~ NO

825 THIRD AVENUE, SUITE 226, NEW YORK, NY 10022

Tel: (212) 520 - 8272 Fax: (212) 520 - 8501
E-mail: hemob@ix.netcom.com www.coalitionforhemophiliab.org






