
IACF Annual Membership Form

First Name:              ___________________   Spouse First Name ______________________

Last Name:              ___________________   Spouse Last Name ______________________

Mailing Address:   _____________________________

_____________________________

City:                      ______________________________

State:                   _____________________________

Zip Code:             ______________________________

Cell Phone:        ______________________________

Home Phone:   ______________________________

Email:                 _____________________________

Annual Membership Fee:  $10 per family.


