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Umbrella Multicultural Health Cooperative
Membership Form

Name:
__________________________________________________________
Address: 
__________________________________________________________
 
__________________________________________________________
Phone:   Home: __________________________Cell: ___________________________
Email:
__________________________________________________________
Country of origin: ___________________Language preferred: ___________________
Languages spoken/read: __________________________________________________
Vision:

Our vision is of a health cooperative of empowered, diverse families and individuals who have health security
Mission:

Our mission is to provide practical access to affordable and holistic health care services that are appropriate in culture and language for those who are without access to health security

Membership:

Membership is open to people who have experienced barriers to accessing health care due to language and/or culture. 

I agree with the above vision and mission statements, meet the membership criteria and will purchase a membership share for $1.
 Signature                                                                                                        Date

       Paid   (        Will pay next time   (          Will pay in instalments    (
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