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Canadian Immunodeficiencies Patient Organization

Organisation Canadienne des personnes immunodéficientes
362 Concession 12 East, RR #2, Hastings, Ontario K0L 1Y0


Medical Registration Form

Section 1)  Member type

□ Immunologist

□ Doctor (other specialty)

□ Nurse

Section 2)  Role Preference
□ I would be willing to screen patients and refer suspected primary immune deficiency (PiD) cases to a specialist centre.

□ I specialize in PiD and will accept referrals of patients.

□ I am a doctor/med student/nurse interested in being more involved in care of PiD patients.

Contact information:

Name: ____________________________________________


Clinic/Office Address: ________________________________ 

_______________________________Postal Code _________

City:
__________________________ Province:
__________

Office Phone:________________Email address: ___________

□ I am willing to be a distribution point for the CIPO Alliance newsletter and/or patient information kits. Estimate # _____


Signature:  _______________________ Date:  ____________

