DALLAS

APRIL 19 - 22, 2010

EASY Online Registration!!!

Visit our website to register online: www.familycenteredcare.org

Hospitals and Communities Moving Forward with Patient- and Family-Centered Care

REGISTRATION INFORMATION—If online registration is not an option, please fax form to: 301-652-0186.
Registration Fees — please check one. The seminar fee includes tuition, materials, and working meals.

Early Bird—On or before February 19, 2010
[ ] Individuals $1350
] Teams of 3 or more......$1325 per person
[ | Patient & Family Leaders........cccuu.... $750
(] Pinwheel Sponsors

After February 19, 2010
] Individuals
] Teams of 3 or more.......$1365 per person
] Patient & Family Leaders.................. $790
] Pinwheel Sponsors

$1390

Cancellation Policy ($50 cancellation fee before February 19; $20 participant substitution fee)
After March 19, 2010........cccc.e No Refunds

[ ] I have reviewed this cancellation policy.
Please call the Institute if registering after March 19, 2010

Jor space availability. Seminar may sell out early.

Tax Deductibility
Expenses for training, tuition, travel, lodging, and
meals to maintain or improve professional skills may

be TAX DEDUCTIBLE. Consult your tax advisor.

Ve

N
Teams of 3 or more, please list other
team members (attach list of names

if more space is needed):

Tours (7o cost)
Sunday, April 18, 2010

[ ]2 pm Our Children’s House at Baylor

Tuesday, April 20, 2010
[ ]2 pm Baylor Health Care System
|_|2 pm Children’s Medical Center

Hotel Accommodations: The host
hotel is the Sheraton Dallas Hotel, 400
North Olive Street, Dallas, TX; To make a
reservation, call 214-922-8000 or
888-627-8191. To receive seminar rate,
use code TFCC’ and make reservation by
March 19, 2010. Make online reservations

at www.familycenteredcare.org.

Please complete a separate form for each participant; reproduce as necessary. Type or print clearly. Registrations cannot be confirmed unless
entire form is complete and full payment is received. You will receive a confirmation number once registered.

Participant’s Full Name

Degree(s)

Email (required)

Preferred Name (Nickname)

State/Province

Organization

Position/Title

City

Preferred Mailing Address [ ] Office

Complete Address

D Home

Department

(If hospital address, please include department, unit location, mail code, etc.)

City

State/Province

Fax

Zip/Mail Code

Daytime Phone

Please indicate special needs: (i.e., dietary, audiovisual, mobility)
[ ] Adult Health Care
[ ] Cancer Care

Major Area of Interest (please check one)
[ ]PICU [ ] Ambulatory/Primary Care

[ ] Pediatrics
[_| Emergency Care

Continuing Education Credit — Please note if you will be pursuing continuing education credits for:

D Nurses D Physicians

Total Amount of Payment $

[ ] Social Workers

[] Maternity [ ] Adult Critical Care

[ ] Administration

[ INICU
[ ] Other

[ ] Other (General Attendance Certificates will be available upon request)

US.Funds  Registration is not complete until full payment is received.

Choose payment type: | Credit Card No. (Visa or Master Card Only) Exp.
Name on Card CCV Code
Billing Address

D Check (Make check payable to: Institute for Family-Centered Care)

[]

] Purchase Order No. (Please attach copy of PO)

I understand that my registration gives permission to the Institute for Family-Centered Care to use my name and contact information in the
seminar notebook, and that photos taken at the seminar, in which I appear, may be used for Institute projects.

For further information, contact: Institute for Family-Centered Care
7900 Wisconsin Avenue, Suite 405, Bethesda, MD 20814 * Ph: 301-652-0281 ¢ www.familycenteredcare.org





