
 
 
 
 
 

Membership Form 
 
First Name _________________________ Last Name ___________________________ 
 
Address ________________________________________________________________ 
 
City ___________________________________________ Province ________________ 
 
Country ____________________________ Postal Code _________________________ 
 
Phone # ____________________________  Fax # ______________________________ 
 
E-mail _________________________________________________________________ 
 
If student, list name and address of school: _____________________________________ 
 
_______________________________________________________________________ 
 
Annual Membership Fees: 

 
 Full Membership   $ 75.00  

 
 Student Membership  $ 40.00 

 
 CIDESCO School Membership $ 150.00 

  
Payment Method:  
 

  CASH 
 

 VISA   __ __ __ __ - __ __ __ __ - __ __ __ __ - __ __ __ __    Exp: ______ / ______  
 

  CHEQUE   Payable to: The Canadian Society of Professional Skin Care Specialists 
   

Mail to 1021 Markham Road,  
PO Box 10318, Scarborough,   
Ontario Canada M1H 2Y0 
Email: CidescoSkinCareSpecialists@hotmail.com 

________________________________________________________________________ 
Office Use only 
Payment received (date) __________________________ Signature_________________ 
 
Membership valid from_____________ to_____________ Membership # ____________ 


