
FCB MEMBERSHIP APPLICATION

Member Status

___ Renewing Membership    ___ New Membership

Full Name: ____________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
Street Address: ________________________________________

Address Line 2: _______________________________________

City: _______________________ State: ____ Zip Code: _______

Phone: _______________________________________________

Alternate Phone: _______________________________________

E-Mail Address: _______________________________________

Visual Status:
___ I identify as Blind

___ I identify as Visually Impaired

___ I identify as Sighted

Format for White Cane Bulletin: 
___ Print   ___ Cartridge   ___ Large Print   
___ Braille   ___ Email

Format for Braille Forum: 
___ Digital Cartridge   ___ Large Print   ___ Braille   ___ Email 

Chapter/Special Affiliate Name and Number: _______________________________________________

Secondary Chapter/Special Affiliate Name and Number: _______________________________________________

Are you a patron of the Talking Book Library? Yes: __   No: __

Are you a Chapter or State Officer? Yes: __    No: __

Gender: __ I identify as a female   __ I identify as a male   __ nonbinary   __ other   __  I prefer not to answer

Date of Birth: ________________ 
Race or Ethnicity: _______________
Thank You for your interest in, and support of, Florida Council of the Blind. Please send a check made out to FCB and mail to:
Florida Council of the Blind
Membership Secretary
Sally Benjamin 
1009 Concord Road, Apt. 116 
Tallahassee, FL  32308


