Facility Request / Workshops-Clinics

Facility Name:

_____________________________________

Mailing Address:
_____________________________________

Office Phone:

_____________________________________

Email:


_____________________________________

Contact Person:
_____________________________________

PLEASE COMPLETE THE FOLLOWING INFORMATION:

	
	Date
	
	Day
	Clinic 2Hr
	Time am/pm
	Workshop 3Hr

	Session I
	9/6
	
	
	
	
	

	Session II
	10/18
	
	
	
	
	

	Session III
	11/29
	
	
	
	
	

	Session IV
	1/24
	
	
	
	
	

	Session V
	3/7
	
	
	
	
	

	Session VI
	4/18
	
	
	
	
	


Allow 3 to 7 Business days for response

SUBMIT

