
SAGE of South Florida, Inc. 
 

SAGE MEMBERSHIP FORM 
 

For additional information, please call the SAGE message line: (954) 720-0833 
 

 
 
Name:             _________________________________________________________________ 
 
 
Address:           ________________________________________________________________ 
 
 
City:               _________________________________  State:    _____  Zip:   ____________ 
 
 
Home Phone:    __________________________  Office Phone:    _______________________ 
 
 
Cell Phone:        __________________________  Birthday (Month & Day only) ______/______ 
 
 
E-Mail:     _______________________________ Do you wish to receive mailings by E-Mail? ____ 
 
Circle One:  RENEWAL  NEW MEMBER 
 
 
Name of Partner: _____________________________________________________ 
 
____  Check if you are interested in volunteering at SAGE. 
 
Do you want us to mail to another address during part of the year?  If yes list the MONTH 
INTERVAL and address below: 
 
Change Mailing Address from:  _______________________  to  ________________________ 
 
Address: _________________________________________________________________ 
 
City:  _____________________________________  State:    _____  Zip:   _________ 
 
The following information is optional.  We are requesting contact information in the event that 
something happens to you and we find out first.  This will help us to serve you better. 
 
Name of Contact:  _____________________________________  Phone # ___________________ 
 
Address of Contact: _______________________________________________________________ 
 
City:  ____________________________________  State: _______  Zip Code: ___________ 
 
Name of Doctor: ______________________________________  Phone # ____________________ 
 

Please enclose a check in the amount of $35.00 made payable to: 
SAGE of South Florida 

 
Mail to:  SAGE of South Florida 

8333 West McNab Road, Suite 239 
Tamarac, FL 33321 


