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Atlanta Caribbean Association, Inc.   P.O. Box 4568 Atlanta, GA 30302-3634 
            Web site:  www.atlantacaribbean.org 
  

 
 
Membership Application  

Date: ____________ 
 
Name: ________________________________________   Birth Date:  ___/___ (Month/Date) 
 
Address: ____________________________________________________________________ 
               Street                  Apt. Number 
                        
      City       State     Zip Code 
 
Phone  No.   Bus: _________________ Home: ___________________ Fax: ________________ 
 
Email Address:  _________________________________________________________________ 
 

 
Membership Dues (Circle One)                   
(Note:  Membership Dues are tax-deductible) 

New Members     Renewals (Consecutive Years) 
Individual $60    Individual  $48 
Family  $84    Family  $60 
Student $24      Student $24 

 
Joint Organization Membership Dues (New and Renewals) 
 Individual  $36 

Family   $48 
Student  $12    

 
If this is a family membership, please provide the following information: 
 
Spouse/Significant Other: _________________________ Birth Date: ____/___ (Month/Date) 
 
Anniversary: ___________________________    
 
Children:    Name                  Birth Date         Age 
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Select a committee on which you would like to serve:  (Please circle) 
 
Banquet    Membership   Fundraising   Finance 
Scholarship, Education & Culture Carnival   Public Relations  Social  
     
 
Place of Birth (You):  __________________  
 
Place of Birth (Spouse/Significant Other): ________________ 
 
Caribbean Connection: 
 
 
 
 
 
 
Employer (You): ________________________________________________________ 
 
Employer (Spouse/Significant Other): ________________________________________ 
 
List Special Skills (You, Spouse/Significant Other or other Family Members): 
 
               
               
               
               
               
                
 
 
Signature ________________________________  Date _________________ 
 
 

For ACA Use Only 
 
Dues Paid:   ¨Yes   ¨No   If yes, date paid: _________     ¨ Cash  ¨ Check  Check#: _________ 
 
Committee(s):               


