
	
  

Affiliate	
  Application	
  Form	
  
Please	
  complete	
  and	
  submit	
  via	
  mail,	
  e-­‐mail,	
  or	
  fax	
  .	
  

Personal	
  Information	
  
Name	
  

     

	
  	
   Suffix(s)	
   	
  
Home	
  Address	
  	
  

     

	
  
City	
  

     

	
   State	
  

     

	
   Zip	
  (Postal)	
  Code	
  

     

	
  
Country	
  

     

	
   Phone	
  

     

	
  	
   Fax	
  

     

	
   Cell	
  

     

	
  
Business	
  Name	
  

     

	
  
Address	
  

     

	
  
City	
  

     

	
   State	
  

     

	
   Zip	
  (Postal)	
  Code	
  

     

	
  
Country	
  

     

	
   Phone	
  

     

	
  	
   Fax	
  

     

	
  
E-­‐Mail	
  

     

	
   Address	
  preferred	
  for	
  correspondence	
   Home	
   	
  	
  	
  	
  	
  	
  Work	
   	
  
Passport	
  expiration	
  date	
  

     

	
   Birth	
  date	
  

     

	
   Male	
   	
  	
  	
  	
  	
  	
  Female	
   	
  
Education	
  and	
  Experience	
  

Name	
  of	
  University	
  /	
  Institution	
   Field	
  of	
  Study	
  /	
  Type	
  of	
  Training	
   Degree	
  /	
  Certificate	
   Dates	
  Attended	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  

     

	
  
Date	
  of	
  ABO	
  Certification	
  

     

	
   Residency	
  Location	
  

     

	
  
Medical	
  License	
  #	
  /	
  State	
  

     

	
   Fellowship	
  Location	
  	
  

     

	
  
Sub-­‐Specialty(s)	
  

     

	
  
Past	
  participation	
  in	
  volunteer	
  eye	
  programs?	
  

     

	
  
Preferences	
  

Volunteer	
  Activities	
   Locations	
  

	
  Teaching	
  	
  
	
  Surgery	
  	
  
	
  Clinic	
  /	
  Screening	
  	
  
	
  Combination	
  	
  
	
  	
  Whatever	
  Needed	
  

	
  South	
  Pacific	
  	
  
	
  Asia	
  	
  
	
  Other	
  Pacific	
  Basin	
  	
  
	
  Wherever	
  Needed	
  

	
  

Affiliate	
  Membership	
  Contribution	
  
Affiliate	
  Ophthalmologist	
  BIENNIAL	
  dues	
  in	
  U.S.	
  Dollars	
   2	
  Years	
   4	
  Years	
   6	
  Years	
  

U.S.,	
  Australia,	
  New	
  Zealand,	
  Western	
  Europe,	
  Canada,	
  Japan	
   $100.00	
   $200.00	
   $300.00	
  
All	
  other	
  Countries	
   $10.00	
   $20.00	
   $30.00	
  

	
  	
  Please	
  waive	
  my	
  dues	
  (for	
  non-­‐MD’s	
  and	
  MD’s	
  residing	
  in	
  developing	
  countries).	
  
Method	
  of	
  Payment	
  

	
  Check	
  –	
  Please	
  make	
  checks	
  payable	
  to	
  Hawaiian	
  Eye	
  Foundation,	
  and	
  send	
  to	
  address	
  below.	
  
	
  Credit	
  Card	
  /	
  PayPal	
  –	
  Please	
  use	
  	
  the	
  HEF	
  web	
  site:	
  	
  http://donate.hawaiianeyefoundation.org.	
  

Hawaiian	
  Eye	
  Foundation	
  is	
  a	
  501(c	
  )(3)	
  public	
  charity,	
  and	
  contributions	
  are	
  tax	
  deductible	
  (Tax	
  ID	
  #99-­‐0237865).	
  

Privacy	
  Policy	
  
HEF	
  respects	
  your	
  	
  right	
  to	
  keep	
  personal	
  information	
  private.	
  Use	
  of	
  information	
  is	
  for	
  purposes	
  of	
  membership	
  as	
  well	
  as	
  preparation	
  
for	
  participation	
  in	
  HEF’s	
  programs.	
  HEF	
  does	
  not	
  sell	
  or	
  otherwise	
  distribute	
  any	
  of	
  your	
  information.	
  

	
  
95-­‐717	
  Kipapa	
  Drive, 	
  #23	
  Mil i lani, 	
  Hawaii 	
  96789	
   	
  Phone	
  / 	
  Fax: 	
   (808) 	
  888-­‐6217	
  

Email : 	
  contact@hawaiianeyefoundation.org	
   	
  Website: 	
  www.hawaiianeyefoundation.org  


