
SCAD MEMBERSHIP APPLICATION
PLEASE COMPLETE AND RETURN THIS APPLICATION
WITH THE CHECK TODAY! (PLEASE PRINT OR TYPE)

NAME
(Head of Household) Last                                   First                                     Middle                    D.O.B.

MAILING ADDRESS APT. #

CITY STATE ZIP PHONE #
List full name & date of birth of spouse & each dependent in the family* to be included in your membership.
NAME  NAME 

*Family members include immediate family members (head of household & dependents living at same address)
IMPORTANT: MUST BE SIGNED TO BE VALID!

X MEMBER’S SIGNATURE

 NOT VALID
 UNTIL RECEIVED 2024
 BY SCAD
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24INDIVIDUAL OR FAMILY

$15.00 OR MORE
DONATION

For office use only
Check #
Amount of Donation
Receipt #


