
 

 

 

 

 

HELP REQUIRED, IF NECESSARY 

 Need to be accompanied   Walking aids (specify)________________________ 

 Other (specify) :_____________________________________ 

 

SELECT OCCUPATION 

 Student              At work             Shared work                   Welfare 

 Unemploymant   At home    Other :________________________________ 

 

SELICT TYPE OF RESICENCE 

 House      Apartment            With family            Foster family 

 Group home   Hospital      Low income house    Rehabilitation center 

 Cooperative apartment 

 

SELECT TYPE OF MOBILITY 

 Ambulatory              Electric wheelchair        Manuel wheelchair 

 Prothesis or other equipement         Other (specify) :____________________ 

 

SELECT MARITAL STATUS 

 Single          Married               Widowed               Separated 

 Divorced 

 

SELECT TYPE OF COMMUNICATION 

 Oral     Non oral      Expresses onself with difficulty 

 Other(specify) :______________________________________________ 

TYPE OF MEMBERSHIP 

 Friend/Family       Association or organisation              Business, etc. 

 Handicapped people (specify) :_______________________________________ 

 

LAST NAME                                     FIRST NAME 

 

Maiden name 

NUMÉROS DE TÉLÉPHONE 

HOME                                                              WORK OR OTHER 

(________) ________ -__________              (________) ________ -__________ 

EMAIL : _________________________________________________________ 

 

PHONE NUMBERS 

PERMANENT ADDRESS 

HOME : 

 

CITY :                                               Postal Code        

OTHER ADDRESS, IF APPLICABLE 

HOME : 

 

CITY :                                               Postal Code        

GENDER :               WOMAN                                MAN 

DATE OF BIRTH : 



SIGNATURE OF FUTURE MEMBER 

I authorize the representant of healt establishment, 

gouvernemental instance, differents service suppliers of « la 

Ressource pour personnes handicapées Abitibi-

Témiscamigue /Nord du Québec » to exchange informations 

to evaluate and treat my request. 
 

Signature :  

Date : 

DO NOT WRITE IN THIS AREA 

Date request received : 

Accepted by : 

Date : 

 

 

Please return this completed form, with a check of 10,00$, payable to: 

« Ressource pour personnes handicapées. » 

and send to the following address: 

380, avenue Richard, Bureau 203 

Rouyn-Noranda (Québec)   

J9X 4L3 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Scan this QR code to complete  

your membership online. 

DO NOT WRITE IN THIS AREA 

Membership number        

THE «RESSOURCE » THANKS YOU FOR TAKING THE TIME 

TO COMPLETE THIS FORM.  THIS INFORMATION IS VERY 

USEFUL TO US. 

MEMBERSHIP FORM 


