California LGBT Health and Human Services Network
MEMBERSHIP AUTHORIZATION FORM

_____ Yes.   We would like to join the LGBT Health and Human Services Network.

_____ We hereby authorize Equality California Institute to use our organization’s name and logo on Network materials when appropriate for advocacy and fundraising purposes. 
______________________________

ORGANIZATION 

______________________________

POINT OF CONTACT NAME 

______________________________

POINT OF CONTACT POSITION  

______________________________

STREET ADDRESS 

______________________________

CITY, STATE, ZIP 

______________________________

PHONE NUMBER 

______________________________

EMAIL 

______________________________

WEBSITE

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ORGANIZATION’S MISSION STATEMENT

Daniel Gould will contact you regarding Network membership.  

You can return this form by fax to (323) 661-8225 or by email to daniel@eqca.org
