PATIENT MEMBERSHIP APPLICATION

Email this form to DIA Membership at Patient.Initiatives@DIAglobal.org
or fax it to +1.215.442.6199

CONTACT INFORMATION [JNEW MEMBER [ JRENEWAL

|:|DrA |:|Mr. |:|Ms. Last Name First Name M.I.

Mailing Address (as required for postal delivery to your location)

Mailing Address (cont'd)

City State Zip/Postal Code Country

Telephone Fax

Email (required for confirmation)

Patient Eligibility Statement: Patients eligible for complimentary membership:

* Must be a current patient or caregiver for a patient (Open to patients and caregivers worldwide)

* Be familiar with activities related to medical product development or therapeutic access

« Commitment to actively engage in networking opportunities such as participation in the Patient Engagement Community discussions or any other
community of your preference

* Must be an independent patient advocate or represent a 501 (¢)(3) organization in the USA or charity organization in other countries.

[ I certify | am eligible for Patient Membership

NEED HELP?
The DIA Customer Service Team will be pleased to answer any questions regarding your application.

Please call us toll free at 1.888.257.6457 Monday
through Friday between 8:00AM-8:30PM ET

ONLINE: DIAglobal.org/Membership

FAX: +1.215.442.6199
EMAIL: Membership@DIAglobal.org
MAIL: DIA

602 Office Center Drive, Suite 600
Fort Washington, PA 19034, USA

EMAIL FORM

MEMBERSHIP CANCELLATION POLICY

DIA membership is not transferable. You may cancel your DIA membership within 30 days of the purchase. Refunds must be requested in writing and sent to the DIA Headquarters at
Membership@DIAglobal.org.

PRIVACY POLICY

DIA respects the privacy of all of its members and customers. The Privacy Policy applies to all information DIA collects, including information collected via the DIA website and DIA
online Community websites, email, and other electronic communications between you and DIA, event registrations, and information you provide to DIA offline. View our privacy policy
online: DIAglobal.org/en/about-us/privacy-policy. You agree that your personal data will be transferred to DIA in the US.
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