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	Registration Form

	Personal Information

	First Name
	     
	Last
	     
	Speciality
	     

 FORMTEXT 

	Title
	     

 FORMTEXT 


	Street
	     

 FORMTEXT 


	City
	     

 FORMTEXT 

	Province
	     

 FORMTEXT 

	Postal Code
	     

 FORMTEXT 


	Country
	     

 FORMTEXT 

	Phone
	     
	E-mail
	     

	Registration Information

	Fellowship: (check box)
	1 month 
	 FORMCHECKBOX 

	3 month
	 FORMCHECKBOX 

	other
	     

	Please indicate preferred start date
	     

	Course (please specify)
	

	I accept the general terms and conditions.  FORMCHECKBOX 


	Signature:
	     
	Date:
	     


	Method of payment 

	 FORMCHECKBOX 

	Cheque (must be drawn from a Canadian-based bank, payable to the Calgary Health Region)

	I,
	     
	authorize the Calgary Health Region to charge my:

	
	Cardholder’s name (please print)
	

	 FORMCHECKBOX 

	VISA
	 FORMCHECKBOX 

	MasterCard
	 FORMCHECKBOX 

	AMEX

	Name as it appears on card
	     

	Card # 
	     
	Expiry Date
	     
	For the amount of
	     
	$ Canadian

	     
	
	     

	Cardholder’s signature
	
	Date
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