*NEW MEMBERSHIP/RENEWAL APPLICATION     

Even if there are no changes to any of your details or information given in previous applications, you are still required to complete this form.  NB:  In order to receive services offered by Tourette Scotland, you must be a subscribing member.

These services include an Information Pack, Tourette Scotland newsletter – quarterly, priority for a place at events, Area Contacts and many other services.

TITLE………………          FIRST NAME……………………….   SURNAME……………………

ADDRESS………………………………………………………………………………………………

TOWN/CITY…………………………………………………     POST CODE………………………

HOME TEL…………………………………….    WORK TEL………………………………………

MOBILE………………………………………..    EMAIL…………………………………………….

E-NEWSLETTER (would you like one?)       YES …………..          NO…………… 

PAYMENT DETAILS

Cheque/PO made payable to Tourette Scotland

Family/Full Membership     
£5 minimum either by chq/PO or through                                                        www.justgiving.com/tourettescotland 

Donation 
                         £______ 

Do you need a receipt?                                  Yes……………….     No……………..

Amount enclosed                     £

GIFT AID

Please tick below If you wish Tourette Scotland to benefit by reclaiming the tax for each £ of your donation:

I confirm that I pay income tax in the UK.  I wish Tourette Scotland to reclaim tax on all my donations and/or subscriptions from 6 Apr 2000. ………………..

I am a non-tax payer.  ………………

AREA CONTACTS

Are you willing to be contacted by other members in:

Your area              yes ………….               no………………

Scotland               yes…………..               no………………

DATA PROTECTION ACT 1998

In order to help you we need to store information about you.  The Law says we must get your consent to do this.  Everything you tell us will be treated confidentially.  Because we may need to speak to other people in order to help you, we need to ask for your consent.

I give my consent to Tourette Scotland to record personal information relating to myself and to liaise on my behalf with any relevant third party.

Signature………………………………………………..    Date……………………………

                                                                                                                                           Over/

DATA PROTECTION ACT (Continued)

PLEASE NOTE THAT IF YOU DECIDE NOT TO CONSENT, YOU WILL NOT RECEIVE ANY FURTHER CORRESPONDENCE FOLLOWING THE DESPATCH OF YOUR INFO PACK.

DETAILS OF PERSON/S WITH TOURETTE SYNDROME

FIRST NAME………………………………….     SURNAME……………………………..

RELATIONSHIP:    SELF/SON/DAUGHTER/OTHER……………………………..

DATE OF BIRTH……………………………  GENDER:   Male……….  Female……….

HAVE YOU HAD A DIAGNOSIS?      Yes………….      No………….

IF YES, WHAT YEAR WAS THE DIAGNOSIS GIVEN?  ……………………

PLEASE GIVE DETAILS OF THE CONSULTANT WHO GAVE THE DIAGNOSIS

NAME……………………………………….     AREA/HEALTH AUTH…………………………

ASSOCIATED DISORDERS

	
	Has the person with TS also

been diagnosed with any of the

following associated disorders?

(please tick)
	Do you suspect that the person

with TS may have any of the

following associated disorders

(please tick)

	ADHD
	
	

	DYSLEXIA
	
	

	DYSPRAXIA
	
	

	OCD
	
	

	ASPERGERS
	
	

	SENSORY

INTERGRATION
	
	

	OTHER (PLEASE SPECIFY)

__________________
	
	


EDUCATION

NAME AND ADDRESS OF PRESENT ESTABLISHMENT:

…………………………………………………………………………………………………………..

WHERE DID YOU HEAR ABOUT TOURETTE SCOTLAND?...............................................

Thank you for taking the time to complete this form.  The information you have provided could help improve services. 

Date sent:……………   Date app. Received………….   Date copied to Treasurer…………

Date IPSF sent…………..    Date IP sent………………   Membership start date…………….

Date added to Database………………………   

                                                                                        ©Tourette Scotland Jan. 2010  

