[NDIANA WﬂLK’IW REVGISTM‘ZYOW TORM

RURAL
HEALTH

ASSOCIATION

Name of Program____ 2019 Annual Conference

K

Date of Program June 18-19, 2019

» Walk-in Registration Fee = $400.00

REGISTRANT (please print)

Name Title

Organization

Address

City, State, Zip County

Phone: Fax:

Email:

PLEASE MAKE CHECKS PAYABLE TO IRHA

Return to: Indiana Rural Health Association
2901 Ohio Boulevard, Suite 240
Terre Haute, IN 47803

Cancellations and Refunds: There will be no refunds for cancellations.

IF PAYING WITH A CREIDIT CARD PLEASE COMPLET REVERSE SIDE

Office Use:
Date received Amount Cash Check # Credit Authorization #




CREDIT CARD PAYMENT

Please provide the credit card billing information
(please print clearly)

D Billing information same as registration information

Name on Card: (Please Print)

Billing Address

City, State, Zip

Credit Card (check one) Visa MasterCard Discover
IRHA does not accept American Express

Card Number Expiration Date

Cardholder Signature

Total Amount: $
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Date of Program June 18-19, 2019

» Walk-in Registration Fee = $400.00

REGISTRANT (please print)

Name Title

Organization

Address

City, State, Zip County

Phone: Fax:

Email:

PLEASE MAKE CHECKS PAYABLE TO IRHA

Return to: Indiana Rural Health Association
2901 Ohio Boulevard, Suite 240
Terre Haute, IN 47803

Cancellations and Refunds: There will be no refunds for cancellations.

IF PAYING WITH A CREIDIT CARD PLEASE COMPLET REVERSE SIDE

Office Use:
Date received Amount Cash Check # Credit Authorization #
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