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Indiana Healthy Marriage and Family Coalition, Inc.

1669 Columbia Avenue

PO Box 55036

Indianapolis, IN 46220
MEMBERSHIP INFORMATION PROFILE__________________________

Organizational Name

Primary Contact Information_____________________________________________

Name_________________________________________________________________

Street Address_________________________________________________________

City, State, ZIP Code____________________________________________________

Work Phone______________________ Home Phone__________________________

E-Mail Address_________________________________________________________

Secondary Contact Information___________________________________________

Name_________________________________________________________________

Street Address_________________________________________________________

City, State, ZIP Code____________________________________________________

Work Phone______________________ Home Phone__________________________

E-Mail Address_________________________________________________________

Organizational Focus___________________________________________________
Please check the appropriate box if your Organization has been approved for Non-profit Status

_____ State Level _______Federal Level   ________ Faith-Based

Legal Name of Corporation_______________________________________________

State of Incorporation________________ Date of Incorporation________________

Indiana Healthy Marriage and Family Coalition, Inc.
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MEMBERSHIP INFORMATION PROFILE_ ________________Page Two

Organizational Name

Summarize specific skills, qualifications, accreditations and affiliations:

Community Involvement_________________________________________________

Summarize any other Coalitions or community involvement that your Organization participates
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MEMBERSHIP INFORMATION PROFILE_ _______________Page Three

Organizational Name

COALITION INTEREST AREA (S)

On which Coalition Areas are you interested in focusing:

Marriage & Family Life Education

Marriage Enhancement  & Mentoring

Reducing Divorce & Disincentives to Marriage

Marketing and Public Awareness

Membership Agreement_& Signature____________________________

By submitting this profile. I affirm that the facts set forth are true and complete to the best of my knowledge.  In addition, by signing below, this is my written authorization allowing the Healthy Marriage & Family Coalition to use my Organizational Name for the purpose to secure Funding. Grants, Profiling or Statistical Analysis or any other reasons the Board of Director may deem necessary.

Name (printed)___________________________________________________________________

Signature_______________________________________________________________________

Title___________________________________________________________________________

Date___________________________________________________________________________

Confidentiality Agreement

I agree that the names of Coalition Members will not be used by me, any of my employees, my organization, affiliates or representatives (collectively, your “representatives”) in any way detrimental to the Indiana Healthy Marriage & Family Coalition.  It is further understood that no Coalition Members name, address or affiliation may be used for any purpose without the written permission from the Member.  This includes using Member Names for Funding, Grants, Profiling or Statistical Analysis.

By Signing Below you agree to abide by the Confidentiality Agreement.

Name (printed)___________________________________________________________________

Signature_______________________________________________________________________

Title___________________________________________________________________________

Date___________________________________________________________________________
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IHMFC








1669 Columbia Avenue

PO Box 55036

Indianapolis, IN 46220

(317) 591.1947 ext. 3

Email: ihmfc@sbcglobal.net 







INVOICE

Dues Period: October 1, _____ – September 30, _____

NEW MEMBERSHIP INFO:



ORGANIZATION MAILING ADDRESS

Organization Name:




Organization Mailing Address

Contact Name:





Street:

Phone Number:





City:

Fax Number:





State:


Zip Code:


Quantity

Description




Total

_______________________
Membership Dues____________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________








Total Due 

_______________








Other 


_______________








Donations

_______________








Total Enclosed
_______________

	Payment Details

Cash

Check ________
Check # _________

Make Checks Payable to:

IHMC

1669 Columbia Avenue

PO Box 55036

Indianapolis, IN 46220



REMITTANCE


Customer ID:


Date:


Amount Due:


Amount Enclosed:


Organization/Church/Agency Fee
$100.00

             Individual Fee 


 $ 50.00

