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           Membership Transfer Certificate           
 

 

Date: ____________________, 20____ 

 

This is to certify that I, the undersigned, received before this date, 

a Membership from  

 

(previous member name)______________________________________________________ 

to the Henryville Membership Sanitation Corporation of Clark County, 

Henryville, Indiana, which entitles me to Membership privileges in 

said Corporation. 

 

 

Member Name                                                          - 

        (Please Print)                                                  
 

  First:_________________ Middle:_____________ Last:__________________ 
 

  First:_________________ Middle:_____________ Last:__________________ 
 

  Business Name: _____________________________________________________ 
 

Service Address                                                      - 

                                                                       

  Street:_____________________________________ City:__________________ 
 

Mailing Address                                                      _ 

           (If Different from Service Address)  

      C/O: __________________________________________ 

   Street: __________________________________________ 

 P.O. Box: __________________________________________ 

     City: __________________________________________ 

    State: _______________  Zip Code: _______________ 
 

Numbers                                                               _ 

 

Telephone Number: ___________________________________ 

 

HMSC Account Number: ________________________________ 
 

Signature                                                             _ 

 

 

Member Signature: ___________________________________ 

 


