California Parcotic Officers’ Agsociation

APPLICATION FOR SUPPORT-TEAM MEMBERSHIP

PLEASE PRINT DONATION
AMOUNT:

($75 Minimum Donation for membership)

Name (Last, First, M.1.) % Social Security Number
OmMr. OMs. Owmrs. | |
Salutation Date of Birth Nickname (optional)

AGENCY INFORMATION *(If Applicable):

PARENT Agency Name*

ASSIGNED TO Agency Name* Rank/Title

= |®( )

Work Location Street Address Agency Phone Number
)

Work Location City, State, Zip Code County Agency FAX Number

RESIDENCE INFORMATION: (optional)
@Nif you want your mail to go to your home check here O, otherwise we’ll send your mail to your agency.

&= |
Residence Street Address OApt OSpc Qunit
| & )
Residence City, State, Zip Code County Residence Phone Number
> & )
Internet E-mail address Pager Number
METHOD OF PAYMENT: Amount Enclosed for Support-Team Membership(Min $25 required) S
Survivor’s Memorial Fund Donation or NEFA $
(| (| (| Q. - - - - __ | s
Check/ Visa Master AMEX Credit Card Number Expiration Date Total
Money Card Amount
Order
&
Signature
| & OFFICE USE ONLY CNOA Member ID # CNOA Region #

PO BOX 55009, SANTA CLARITA, CA 91385-0009 ¢ PHONE: (661) 775-6960 e FAX: (661) 775-1648




