6th Annual Pediatric Healthy Weight Summit

“Developing Healthy Communities through Policy and Environmental Change.”

Friday March 27, 2009     Hilton-Greenville, NC
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Last Name ___________________________________________________________________
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First Name __________________________________________   Middle Initial _____________

Last 4 digits of Soc. Sec. #   XXX-XX-

Discipline (check one)    Allied Health    Dentistry    Health Careers    Medicine


                     Mental Health    Nursing    Pharmacy    Public Health    Other

Specialties _____________________________________________________________________

Degrees/Certifications/License ______________________________________________________

Mail goes to  Home    Office or by  E-mail


Employer _______________________________________________________________________

Department ________________________________   Position _____________________________

Street/PO Box ___________________________________________________________________

City ____________________________________________   State _________   Zip ____________
Phone ____________________________   E-mail ______________________________________


Street/PO Box ___________________________________________________________________

City ____________________________________________   State _________   Zip ____________

Phone ____________________________   E-mail ______________________________________

Credit (s): □ CME   □ CEU    □ CHES   □ ADA   □ Contact hours


Method of Payment (Received by 03-20-09 $90.00, Received after 03/20/09 $105.00)
Check/Cash Enclosed for $ ______________
Charge:  Visa    MasterCard    AMX

Signature _______________________________________________________________________

If Paying by Credit Card – Billing Address Required

Street/PO Box ___________________________________________________________________

City ____________________________________________   State _________   Zip ____________
Account #  
Expiration Date ________________   Security Code (Last 3 digits on back of card)  
 Send registration form with payment to

Eastern AHEC, Attn: Registration, PO Box 7224, Greenville NC 27835-7224   Fax 252-744-5229                                                                       
Personal





Payment





For EAHEC Use Only   Event # A26028


Amount Enclosed/Paid $ ____________________   Date _______________________





 Agency check  Personal check  Cash     Credit card  











