
WADSA 2009 Membership Application 
Send this application along with $200.00 - Check payable to:  WADSA 

Mail to: 

 

Karen Beyer-WADSA 

N98W17185 Concord Rd. 

Germantown, WI. 53022 

 
Name of Center _____________________________________________________________________________  
 
Phone Number _______________________________________ Fax ____________________________________  
 
Address ____________________________________________________________________________________  
 
City, County, State, Zip  ________________________________________________________________________  
 
Region _____________________________________________________________________________________  
 
Contact Person #1 and their Title _________________________________________________________________    
Email______________________________________________________________________________________ 
 
Contact Person #2 and their Title _________________________________________________________________  
Email______________________________________________________________________________________ 
 
Contact Person #3 and their Title _________________________________________________________________  
Email______________________________________________________________________________________ 
 
Additional Information 
Year Began_________________________________  First Time member?  ________________________________  
 
Website ______________________________Religions Affiliation_______________________________________ 
 
Hours of Operation ___________________________________________________________________________  
Capacity ________________________ Current Average Daily Attendance ________________________ 
Program Focus (Circle all appropriate):  Medical, Rehab, Health Maintenance, Dementia, Social 
Wisconsin Certification __________current certification date CARF Certification_______________ current date 
          
Staff to Participant Ratio: _____________________ Profit or Nonprofit Center: ____________________________  
Services Provided (check all that apply) 
 Bathing 
 Beautician 
 Intergenerational Visits 
 Meals 
 Music Therapy 
 Nursing 

 Overnight Respite 
 Personal Care 
 Pet Therapy 
 Physician 
 Podiatry 
 Recreation Therapy 

 Rehabilitation (PT, OT, ST) 
 Social Work/Social Services 
 Support Group 
 Transportation 

Rates 
Full Day______________ Half Day ______________   Bathing Service _____________   Other ______________ 
Funding Sources: (please include % of total) _________________________________________________________  

Unique Characteristics of your center:  (Use back, or separate page ) 

Please write the login and password you would like to use.  Examples: It could be you first name and last, they can be the 

same word.  You can use your phone number or zip code.  Whatever will be easy for you to remember.  You will never have 

to change unless you change it yourself.   

 

Membership login:username:______________________       Password:_____________________________ 

    (Your username will be your email address) 


