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NON-PROFIT MEDICAL MARIJUANA COLLECTIVE MEMBERSHIP AGREEMENT
Doctor Recommended Service Association NON-PROFIT

MISSION STATEMENT: Our mission is to provide a way for our members to collectively and
cooperatively cultivate and distribute marijuana for medical purposes to qualified medical
marijuana patients who come together to collectively and cooperatively cultivate physician
recommended marijuana. We operate in an atmosphere that ensures the security of the crop 
and safeguards against diversion for non-medical purposes. Our methods of operation and    
business form fall under the guidelines of the California State Attorney General.
PURPOSE: To provide a delivery service of medical marijuana for the benefit of the 
membership on a non-profit basis and the education of our members.
MEMBERSHIP REQUIREMENTS: Membership in the marijuana Collective shall be open to
any patient with a valid medical marijuana recommendation issued by a licensed California
physician in good standing, who is able to use its services and willing to support its Collective
organization, purposes and principles.
RESPONSIBILITIES OF MEMBERS: Responsibilities of members may include: supporting the
marijuana Collective by contributing time, labor, materials and etc. to produce medicine for
members of this Collective. All members must abide by the policies and procedures adopted by
the collective.
RIGHTS OF MEMBERS: Rights of the members include: to cultivate and distribute marijuana
for medicinal purposes to the members of this Collective, to participate in membership meetings
and elections, to participate in the volunteer program of the marijuana Collective and to
participate in any membership benefits established by the Board.
TERMINATION OF MEMBERSHIP: The Board may terminate the membership of any
member for the following reasons: inactivity, diversion of medicine, failure to maintain current
records, or failure to observe policies or procedure.
GENERAL MEMBERSHIP MEETINGS: The marijuana Collective shall hold a general membership meeting no less than once a year for the members.BOARD: There shall be a minimum of two and a maximum of six members on the Board of
Directors all appointed by the member President.
MEMBER REPRESENTATIONS: I represent that I am a qualified patient or farmer; I agree not
to distribute marijuana to non-members; The Guidelines issued by the Attorney General state
that we must maintain your membership records on-site or have them reasonably available, 
track when our members' medical marijuana recommendation and/or identification cards expire 
and enforce conditions of membership by excluding members whose identification card or 
physician recommendation are invalid or have expired, or who are caught diverting marijuana 
for non-medical use.


I AGREE TO THE TERMS AND CONDITIONS OF THE MEMBERSHIP AGREEMENT
Date: ________________ Name:_____________________

Signature:______________________
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Membership Registration Form
Patient Information:

First Name                                        Last Name                                             E-Mail
____________________  ___________________________  ____________________________
Street Address                                        City                          State                      Zip
___________________________  ______________  ______________    __________________
Date of Birth                                         Phone Number                                     Patient ID #
____________________   __________________________   ____________________________
CA Driver’s License/ID Number
_____________________________________________________________________________

Recommendation Information:
_____________________________________________________________________________
Recommendation Issuance Date                                                  Recommendation Expiration Date
_____________________________________________________________________________
Doctor’s Name                                                                       Doctor’s Phone Number
_____________________________________________________________________________
By signing below:
I authorize my recommending physician to verify to (DRSA Non-Profit) his/her 
recommendation OR approval for my use of cannabis for medicinal purposes.

I have read and understand this membership registration form and agree to abide by the 
membership rules and regulations set forth in the by laws of (DRSA Non-Profit) . I 
understand that my membership may be immediately revoked upon a violation of any of the 
policies stated herein.
_____________________________________________________________________________
Signature                                                                                                                        Date
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