AUTHORIZATION TO SHARE CONTACT INFORMATION

FOR MITO MAILING LIST

I/we, the undersigned, give permission to share my/our name and contact information on the MAILING LIST.  Information on this list is to be used for group activity purposes only.  This information is NOT to be used for personal business or other non-support group related reasons.  Thank you.
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NAME:     _____________________________________________________________

                            

 (PLEASE PRINT)

Mailing Address:     ______________________________________________________




_____________________________________________________

Home Phone:     (_____) ______________________

Cell Phone:    
   (_____) ______________________

Email Address: ___________________________________________________________

Other:   _________________________________________________________________


__________________________________________________________________

________________________________________________

____________



Participant Signature






Date

________________________________________________

____________


Parent/Legal Guardian Signature





Date

Please complete and mail to:

Section of Genetics & Metabolism






Albany Medical Center






43 New Scotland Avenue, MC-88






Albany, New York 12208

*You may bring this to the next group event or medical visit instead of mailing if desired.



