
 

MEMBERSHIP 
 

NAME  (Mrs.) (Mr.) ________________________________________________________ 

 

BIRTH DATE___________________________SURGERY DATE __________________ 

 

ADDRESS________________________________________________APT.___________ 

 

CITY _______________________________________________PROVINCE __________ 

 

POSTAL CODE _________________________ PHONE NUMBER _________________ 

 

YOUR E-MAIL ___________________________________________________________ 

 

COLOSTOMY _________ILEOSTOMY_______UROSTOMY _______OTHER_______ 

 

 

REGULAR MEMBER     24.00 $ _____________ 

 

OSTOMY CANADA MAGAZINE    20.00 $ _____________ 

 

DONATIONS  (We would appreciate any help you can get.)  _____________ 

 

Total amount:  _____________ 

 

To be returned with your check to: 

 

ILEOSTOMY AND COLOSTOMY ASSOCIATION OF MONTREAL 

 

 

Mr. Jean-Pierre Lapointe 

949, Pierre-Lacroix St. 

Montréal  (Quebec)  H1B 3C7 

 

 

For the Association only. 

 

Membership or renewal date : ____________________      Receipt number :___________ 

 


