
 
TEL (626) 967-1105                  

FAX (626) 967-1107  

INTERNET : www.careprovider.org 

EMAIL: information@careprovider.org 

             MAIL registration form with payment to: 

                        Careprovider.org 

                281 E. Workman Avenue, Suite 203 

                        Covina, CA 91723 

 

                               REGISTRATION INFORMATION  
Check Applicable CEU : G.H� ~ A.R.F� ~ R.C.F.E�~ B.B.S�.~ Other_______ 

 
Attendee (s) Name: _________________________________________________ 
 
Organization Name: ________________________________________________ 
 
Address: __________________________________________________________ 
 
City: ________________________     State/Zip Code: ____________     
 
Business Phone: (_____) _______________ Fax: (_____) _________ 
 
Email Address: ___________________   TOTAL # of Attendee (s) : ____ 
 

                      COURSE TITLE / COURSE #  DATE  AMOUNT 

   

   

   

   

   

   

   

   

                                               TOTAL AMOUNT DUE  $ 

Method Of Payment: {  }   Check           Money Order  {  }        
                                  {  }  Bill Me (only for courses registered at least 3weeks prior to course date) 

 
Signature: ______________     Contact Person Name: ____________ 
 


