<Society>
Continuing Education Program



Information to be completed by the clinician:

Name: _______________________________________________________________________________________

Course Date and Topic:  _________________________________________________________________________

Phone Number:  (__________)________________________  FAX Number: (__________)____________________

What are your proposed travel plans?  Please include arrival dates and estimated time of arrival.



Do you require hotel accommodations?  (please circle response)	YES		NO
	If yes, please complete the following:

	Day of Arrival _______________________________  Day of Departure ___________________________

[bookmark: Check1]	|_| Single room (one person) or			
|_| Double room (two people, one bed) or 		
|_| Double, double (two people, two beds)

Will your spouse or a guest accompany you? (please circle response)	YES		NO
	
If yes, what is his or her name? ____________________________________________________________

Do you need directions to the course site? (please circle response)	YES		NO


Audio visual requirements (please check all that apply):

|_| LCD projector with laptop

|_| Screen

|_| Flip Chart with markers

|_| Pointer

|_| Podium

|_| Microphone

|_| Other: _____________________________________________________________________________________


Please return the completed form to <contact person> at <email> or fax to <fax #> by <due date>.

