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I would like a New Parent Packet from DSANI delivered to me at the                  Yes     No
hospital.     
                   Or       please mail a packet to my home                                            Yes     No
I would welcome a visit from a DSANI representative. 
Yes     No
Please include our family on the DSANI mailing list. 
Yes     No

I grant permission to _____________________________ to release this information to

                                          (Hospital or Organization)

The Down Syndrome Association of Northeast Indiana.
Parent Signature__________________________________     Date_______________
Mom’s Name_____________________________________
Dad’s Name______________________________________
Baby’s Name_____________________________________
Baby’s Gender______    Baby’s Birth Date______________

Address_________________________________________
City_____________________________________________
State______________ Zip Code______________________
Phone Number____________________________________
E-mail Address____________________________________
P.O.Box  13611


Fort Wayne, IN 46865


260-471-9964


website: www.dsani.org


email: dsani4u@aol.com




















