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REGISTRATION FORM

Name: ______________________________________________________________

Address: _____________________________________________________________

_____________________________________________________________________

Phone #:  Work  ________________________  Cell:  ____________________

Email:  _________________________________________________________

Payment Method (circle one):  Cash        Check        Credit Card

I am registering for the following workshop/training:  ___________________________

_____________________________________________________________________

Please note that by sending in this registration information, you are acknowledging that you have therapeutic r[image: image1.png]\d
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esources in place that will allow you to process any unresolved issues that may arise as a result of participating in an 

Action Institute of California workshop or training.
_____________________________________________________________________

Signature of Agreement




Date

I will need CEU’s:  (circle one):     Yes        No

License/Certification number:   _________________________________________________________

Please send this completed form, along with your payment to:

Jean Campbell, LCSW, TEP

Action Institute of California

P.O. Box 5055

Sherman Oaks, CA  91413

If you are paying by credit card or need a payment plan, please call us at

310-909-9780 to process that request.


