Statewide Minority Health Alliance
Membership Application

(Double click on the boxes and select “Checked”.)
	Mrs./Ms./Mr./Rev./Bishop/Sister/Father
	First Name:
	Last Name:

	
	     
	     

	Organization Name:

	     

	Title:

	     

	Address Line 1:

	     

	Address Line 2:

	     

	City:
	State:
	Zip:

	     
	     
	     

	Home Phone:
	Work Phone:
	Fax:

	     
	     
	     

	E-Mail Address:
	Organization’s Web Site Address:

	     
	     

	Please tell us briefly about your organization’s mission.

	     

	     

	     

	     

	     

	     

	How did you first learn about the Central, Eastern, Northeast, Northwest, Southeast, or Southwest Minority Health Alliance?

	 FORMCHECKBOX 
  Other Alliance Members
 FORMCHECKBOX 
  Church Member

	 FORMCHECKBOX 
  Community Organization
 FORMCHECKBOX 
  Faith-based Organization

	 FORMCHECKBOX 
  State/Federal Employee

	 FORMCHECKBOX 
  Event/Activity (Please list)       


	Which region of Missouri are you located?
 FORMCHECKBOX 
  Central Region
 FORMCHECKBOX 
  Eastern Region
 FORMCHECKBOX 
  Northeast Region
 FORMCHECKBOX 
  Northwest Region
 FORMCHECKBOX 
  Southeast Region
 FORMCHECKBOX 
  Southwest Region
See map on next page.

	Signature:


Please complete and save this form and email to MinorityHealth@health.mo.gov, or mail or fax a copy of this form to:

MO Department of Health and Senior Services ● Office of Minority Health ● P.O. Box 570 ● Jefferson City, MO 65102-0570 ● Fax (573) 522-1599

Questions?  Call us at 1-800-877-3180.
Statewide Minority Health Alliance
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� FORMCHECKBOX ��  Organization Membership


� FORMCHECKBOX ��  Individual Membership








