DNipCare

(Delhites’ National Initiative in Palliative Care)
(Regd. No. S-67554/2009)

Application Form for Membership Paste your recent Passport
Size Photograph here

1. Name:
2. DateofBirth: __/ /[ Blood Group : Are You willing to donate blood if required? : Yes / No
3. Occupation: Business/ Employed: Govt./Private/Self employed/student/Home Maker/ any other(specify)
4. Address for communication:
a. Residence b. Office/Institution
5. Contact Number: Landline: Mob:
6. Are you a permanent Native of Delhi? Yes / No
7. If No, Your Native Address with tel. No.
8. Email:
9. Areyou currently a Palliative care volunteer? Yes/No
If Yes, Since when
10. Have you visited any patient registered under DNipCare? Yes / No
11. If Yes, Names and places of the patients 1.
2.
3.
4,
12. If No, which way you are associated with DNipCare?
1. Attending Review Meetings 2. Attending Public Functions
3. Fund Generation 4. Any other (Specify)
13. Why do you want to join as a member in the palliative care family under DNipCare?
14. How would you like to be part and take responsibilities as a member in DNipCare's Palliative Care activities?
a. By continuing as a Volunteer for patient care d. Financial Contribution
b. Medical guidance and support e. Support in awareness generation regarding
c. Support in arranging medicines/ration for palliative care
patients/ other help for patient care f.  Any other, please specify

Website: dnipcare.org Blog: www.dnipcare.blogspot.com email: dnipcare@gmail.com , dnipcare@rediffmail.com
Address: A-170, Pandara Road, New Delhi-110003, Tel. (6PM to 11 PM) 9891008356, 9990227777, 23389964
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15. As member what extra duties and responsibilities you would like to take? How much time in a week you will be
able to spend for palliative care activities and when?

Week days/holidays (Saturday/Sunday)/evenings

16. Have you attended any training in Palliative care? Yes/No
a. Ifyes please provide the details.

b. If no, would you like to undergo training related to Palliative Care? Yes/No

l, have read the Memorandum of Association, Rules and
Regulations of DNip(Care and would like to contribute my service for the welfare of long term, bedridden, terminally
ill patients by becoming a member of the Association. | certify that the particulars given above are true to the best
of my knowledge and belief. | also understand that my membership can be terminated if | violate any rules and
regulations of the association especially in dealing with the ailing patients or their families.

Date:
(Signature)
Name:
l, , an Executive Member of DNipCare, know
Mr. for the last years. | endorse his
application for becoming a member of DNip(are.
Signature Name of Executive Member:
Membership Application of Mr./Mrs/Ms. scrutinized and

accepted. The Annual Membership Fee of Rs. 250/- (Rupees Two Hundred and Fifty only) received vide Receipt
No. dated

His/her Membership No.

Signature Signature Signature
President General Secretary/Secretary Treasurer

(*Please( V) tick whichever applicable. If you would like to provide your family details please use an additional sheet
showing their names, relationship, contact details like email id, tel. Nos etc which can be used in case of any exigency)
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