R.A.C.E.S Membership Application

Dae AmaerCalSign Amateur License Class
Name
(Last) (First) (Initid)
Home Stregt Address:
Home City: State Zip Code

Home Phone Numbe: ( )

Cell Phone Numbe: ( )

Driver's Licase#: Expiraion Date
Married: YCINCPex: MF [0 Height: Weight:

Hair Calor: Color Eyes: Date of Birth:
Employer's Name

Employa’ s Address

Work Phone ( )

Pager Number: ()

Work Hours:

Whom to call:

Emergency Notification/l nformation

Emergancy PhoneNo.1: (. )

Emergency Phone No.2: (. )

Family Doctors Name

Medication On:

Allegies

Anything esethat may help:

Training Courses Completed:

Training & Capabilities

Remarks:

Movile 1eomMI18omMd 40M 1 20M 1 15M [ 1oMCJ 6M 0 2M I 70emd

Portable 1160M180M[ 40M[] 20M [1 1SM[] 10MCJ 6M [ 2M [0 70em[]

Bas= [1160M180M[] 40M[J 20M 1 15M[J 10OMJ 6M [0 2M [J 70cm[]

Packet: OOHF O VHF[OBase [ Portable

Othe Marbashipsin. ARES CAPS

Cal: MARS Cal:
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