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Giving love to children

GIFT FOR LIFE FOUNDATION

REGISTRATION FORM

The following information will be treated with the strictest level of confidentiality.
Please ensure that all fields are filled, failure to do so may lead to refusal of application.

	PERSONAL

(Please complete this section in BLOCK CAPITALS)

Last Name ______________________                                First Name(s)________________________
Date of Birth ____________________                                Nationality _________________________

Marital Status ____________________                              Email  Address  _____________________
Home Telephone # _________________                            Cellular #  __________________________

Mailing Address ___________________________________________________________________
SPECIFICALLY what kind/type of services can you offer? (PLEASE TICK):
Organizing events ____                                                                Selling tickets ___
Teaching a skill of your choice___                                              Tutoring in a specified subject area ____
Providing jobs for the children who are over 16 years_____       Advertising____
Getting miscellaneous items donated towards events  _____       Free medical check –ups_____
Free dental check – ups ____                                                      Monthly contributions _____
                                                                                                                                    (ANY RBC BANK ACCT#  – 1000- 9011- 0226- 148)                                                                                         
                                                                                                                                    (ANY FIRST CITIZENS BANK ACCT # 1772- 987)
Any other(s), Please specify:
__________________________________________________________________________________________
__________________________________________________________________________________
MEDICAL QUESTIONNAIRE

For the general safety and welfare of our nation’s children, we need to know a little of your medical history

Have you at any time suffered from the following conditions:

Allergies   Asthma   Dizzy spells  Severe headaches   sight, speech and/ or hearing disorders   Chest pains  

High blood pressure  Depression   Diabetes   Infections    Anxiety attacks  Phobia(s)  ANY OTHER  

If you  have answered YES to any of the named conditions, PLEASE give full details

__________________________________________________________________________________________
__________________________________________________________________________________________



	PRESENT OR LAST EMPLOYER

Are you currently employed?  _______            Name of present or last employer___________________

Address _______________________               Telephone # _________________                          

Job Title and brief description of your duties ____________________________________________

____________________________________________   Length of service ____________________

Have you had any criminal convictions or been dismissed for dishonesty? ____________

If YES to the above question, please give FULL details______________________________________________ 

___________________________________________________________________________________________
__________________________________________________________________________________________
I declare that the information in this form is complete and accurate. I understand that ANY false or deliberate omission will disqualify me from membership or may render me liable to permanent dismissal from GIFT FOR LIFE FOUNDATION.

Signature _________________________                                           Date ___________________

  


	REFERENCES

Please give the names of two people (one of which should be your present or most recent employer) whom we may contact for a reference.

Name  ____________________________                          Name  _____________________________

Tel # _____________________________                           Tel # ______________________________




I DECLARE THAT THE INFORMATION I HAVE GIVEN IN THIS FORM IS TRUE AND THAT I HAVE NOT WITHHELD ANY MATERIAL FACT.

Signature ______________________________                Date ___________________________

CONTACT: #35 Ramsaran Street, Chaguanas (within Smiles 'R Us Courtyard – Gentle Dentistry & Implant Centre Ltd.)  
 giftforlifefoundation2009@hotmail.com 
 www.giftforlifefoundationtt.com

