Postgraduate Course in Pulmonary Rehabilitation

18th and 19th April 2016
Clinical Education Centre, Glenfield Hospital, Leicester
Registration Form
Surname:…………………………………………………………       First Name:..……………………………………………………………..

Job Title…………………………………………………………………………………………………………………………………………………….

Work Location…………………………………………………………………………………………………………………………………………..

Preferred Mailing address…………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………….

Tel…………………………………………………………………………………………………………………………………………………………….

Email address……………………………………………………………………………………………………………………………………………

Registration Fee:
Doctors/Nurses/AHPs: £280.00
This cost covers refreshments &  lunches on both days, a course manual and course dinner on Monday 18th April 2016.  Bookings will only be taken with payment, provisional places cannot be reserved.

Course Dinner 
An informal 2 course meal at a local highly rated Indian restaurant has been arranged and included in your registration fee. We hope that this will be an enjoyable evening for you to network with the course faculty and delegates.  
NB Please tick this box if you would rather opt out of the meal (
Payment Method 
(Please indicate your method of payment by ticking the appropriate box below)

[image: image1.emf]
I enclose a cheque made payable to ‘University Hospitals of Leicester NHS Trust’ for £ _______________

[image: image2.emf]
I wish to pay by credit/debit card, as below: 

CARDHOLDER DETAILS

Name (as printed on the front of card)____________________________________________________

Address (if different from above)________________________________________________________

____________________________________________________________________________________

I wish to pay by:
Visa

MasterCard

Switch 

Delta

Solo


Security Code:


(last three digits on the signature strip on the back of the card)


Valid From 




Valid To



Card Number 


Issue Number 

(switch or Solo)

I authorise the University Hospitals of Leicester NHS Trust to charge my credit/debit card for the sum of



£________________________________________________________________

(amount in figures)

_________________________________________________________________

(amount in words)

Signature:
_________________________________________________________________

Please state where you saw this course advertised: __________________________________

Please advise of any special dietary requirements: ___________________________________
Registration

Upon receipt of this registration form, a letter confirming your place and a receipt for payment will be sent to you.
Cancellations
All cancellations must be made in writing.  In the event of your withdrawal from the course, an administration charge of £20 will be charged up to four weeks prior to the start date of the course.  100% of the total fee will be charged if you cancel your place within four weeks prior to start date of the course, unless a substitute can be found to fill the vacancy or in very exceptional circumstances.

Please return your completed registration form to: 

Mrs Linda Fenton
Centre for Exercise and Rehabilitation Science

NIHR Leicester Respiratory Biomedical Research Unit

University Hospitals of Leicester NHS Trust 

Glenfield Hospital

Groby Road

Leicester 

LE3 9QP

Or Fax to: 0116 258 3494 FAO Linda Fenton
Email: linda.fenton@uhl-tr.nhs.uk
Office Use Only Conf booked      �       Payment             �








