Registration Form 

2009 The Path of Simply Being - April 24, 25, 2009
_________________________________________​​​​_________________________

Name (First)


(MI)


(Last)

_________________________________________​​​​_________________________

Work




Title / Position

_________________________________________​​​​_________________________

E-mail






_________________________________________​​​​_________________________

Work Address






_________________________________________​​​​_________________________

Work City




State


Zip Code

_________________________________________​​​​_________________________

Work Phone




Fax




_________________________________________​​​​_________________________

Soc. Sec. # (last 4 digits)            
               Birth Date MM/DD/YYYY 
(for CEUs / transcript purposes only)
 

The information on this form is private data, used to identify and locate you, obtain payment. Name, address, and payment method are mandatory. If you desire CEU certification and do not supply a Social Security number an alternative identifier will be used.

Registration Rates if postmarked or delivered by April 17th 2009.. Fee includes workshop materials, meals, and refreshments. 
I will be attending:  ___ Friday, April 24th  ___ Saturday, April 25th

Please indicate any special dietary needs (i.e. vegetarian / lactose intolerance, etc.)_____________________
	Payment information:
	CEU Selection (applications pending)

	( Community Member fee: $70*  

( SCSU Faculty / Staff fee: $50*  


( Student Registration fee: $20 (non-SCSU) *  

( SCSU Student Registration fee: Free*
( CEU fee (additional): $25

( Enclosed is $_____________ 
	 ___ Mn Board of Behavioral Health & Therapy (LPC & LPCC)

 ___ Mn Board of Behavioral Health & Therapy (LADC)

 ___ Mn Board of Marriage & Family Therapy

 ___ Mn Board of Social Work

 ___ Mn Board of Psychology


* Registrations received after April 17th require an additional $20.
Check or money order is payable to the SCSU. A $30 service charge will be applied if returned for insufficient funds, closed account, or Stop Payment request.

( Please bill my employer, reference Purchase Order Number __________________ 

( Please charge my credit card in the amount of $________________

( VISA 
( MasterCard 

( Discover 
( American Express

Card number: _____________________________   ______ Exp. Date: ___________________________ 

___________________________________________________________​​​​_________________________

Name as it appears on your credit card bill






___________________________________________________________​​​​_________________________

Address as it appears on your credit card bill

City

State

Zip Code

Authorized signature:__________________________________________________________________   

Register by mail, e-mail, fax or phone:

Mail: 
St. Cloud State University

 E-Mail: cekastanek@stcloudstate.edu
Attn:  Gail Ruhland, CCS

Fax:      320-308-4126

720 Fourth Avenue South

Phone:  320-308-4723 (Charlotte Kastanek)
St. Cloud, MN 56301-4498 
