
       Workshop Registration Form 
 

 
 

Please print clearly 
 
Name: 
Hospital: 
Phone: 
Fax: 
E-mail: 
Mailing address: 
 
 
 
Topic of workshop: 
Date of Workshop: 
 
Credit Card information:    Visa   or   Master Card 
Card #: 
Expiry date: 
Signature of cardholder: 
Date: 
 
 
 
Please fax this form to 519-219-0574  

Box 28056 
Preston Postal Stn 
Cambridge, ON  
N3H 5N4 

PHONE (519) 219-0573 
FAX (519) 219-0574 
E-MAIL focusandflourish@rogers.com 
WEB SITE www.focusandflourish.com 


