9th Annual Social Work Conference
October 22, 2009
Registration Form

Please complete the information below to register for the Social Work Conference:

Name:                                                                                                                               
(As you want it to appear on your nametag)

Credentials:                                                                                                                     
Organization/Agency:                                                                                                    
Address:                                                                                                                          
City:                                   
State:                      
Zip:                         
Phone Number:                                                  Last 4 digits of SS#:                         
Email Address:                                                                                                               
 FORMCHECKBOX 
 Please do not include my name and contact information on the participant list that will be distributed to all attendees.

Please also register me for the following workshop(s) for $50 each:

 FORMCHECKBOX 
 Cultural Competency (Wednesday, October 21, 2009; 5-8:30pm)

 FORMCHECKBOX 
 Workplace Violence (Friday, October 22, 2009; 8:30am-12:00noon)
Payment Method ($75 for Conference plus additional workshop fees):
TOTAL to be paid:                             
 FORMCHECKBOX 
 Visa 

Number:                                             Expiration Date:      
 FORMCHECKBOX 
 MasterCard
Number:                                             Expiration Date:      
 FORMCHECKBOX 
 Check

            FORMCHECKBOX 
 Purchase Order 


 FORMCHECKBOX 
 IIT
Please indicate any special needs (dietary or physical) or comments below:
                                                                                                                                           
                                                                                                                                           
Please return the completed form with payment to:
MUSC Psychiatry – Post-Graduate Professional Education Office
51 Bee Street; PO Box 250861

Charleston, SC  29425

