
CHEEKTOWAGA DEPARTMENT OF SENIOR SERVICES 

PLEASE PRINT                              This information will be kept confidential 

First Name____________________ Last Name____________________________ 

Address__________________________________ City_______________ Zip_________  

Phone(home)_______________  Phone (cell)_______________ Date of Birth___/___/___ 

Email address__________________________________________ 

Emergency Contact_______________________ Phone___________________ 

(Other than Spouse) 

Doctor_________________________ Phone___________________ 

Date ______________ Travel Club # ______________ 

Would you like the brochure mailed to you monthly? ($8/yr) yes no Paid__________ 

 

 


