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Hemophilia Advocates – Philippines, Inc.
MEMBER’S INFO SHEET

Date of Application: __________________________
Chapter filed: _________________________________

PERSONAL
Name: _________________________________Date of Birth (M/D/Y) : _____________
Present Address :
________________________________________________________________________
________________________________________________________________________

Provincial Address : ______________________________________________________

Contact Number (Cellphone): ______________________ (Landline) ________________
Email Address : __________________________________________________________
Work : ______________________________ Company: __________________________

FAMILYBACKGROUND
Mother’s Maiden Name : _________________________________________________
Nature of Work : ________________________ Company: ________________________
Email Address : _______________________ Celfone No : ______________________
Is Member living with the mother? (Yes/No) __________________________________
Father’s Name : ________________________________________________________
Nature of Work : ________________________ Company: ________________________
Email Address : _______________________ Celfone No : ______________________
Is Member living with the father? (Yes/No) __________________________________

Other Relative/s with Hemophilia :

Name _________________________ Age ____ Relationship _______________
Name _________________________ Age ____ Relationship _______________
Name _________________________ Age ____ Relationship _______________
Name _________________________ Age ____ Relationship _______________
Name _________________________ Age ____ Relationship _______________
Name _________________________ Age ____ Relationship _______________

mailto:hemophilia.advocates@gmail.com


eMail: hemophilia.advocates@gmail.com
Mobile: 0933.151.7762

Facebook.com/groups/hemophiliaphilippines

MEDICALBACKGROUND OFMEMBER

Is Member a Patient or Relative? ____________________________________________

If Member is a patient, Type of Bleeding Disorder:
___ Hemophilia A (Indicate if mild, moderate or severe) ________________________
___ Hemophilia B (Indicate if mild, moderate or severe) ________________________
___ VonWillebrand Disease (unclassified)
___ vWD Type 1 ____ vWD Type 2 (please indicate if A/B/M/N) _______________
___ vWD Type 3
___ Carrier

Blood Type : ______________________

Where was the patient diagnosed? (Name of Hospital): __________________________

Current Hospital : _________________________________________________________
Address : ______________________________________________________________
Name of Hematologist : ____________________________________________________
Contact No. Of Hematologist: _______________________________________________

I attest to the correctness of the information provided.

Signature of member/Representative: _________________________________________
Name of representative (if member is a minor): _________________________________
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