Registration Form 19W0901403

20th Annual SIH/SIU Health Policy Institute
“Beyond Stigma: Developing Workable Behavioral Health Policies”

Interactive Simulcast Site — Memorial Center for Learning & Innovation, Springfield, IL
Friday, May 17, 2019

Name:

Address:

City: State: ZIP:
Day Phone: Cell Phone:

Email:

Dietary Restrictions:

Professional/Educational Designation (i.e., MD, JD, RN, etc.):

Check all that apply:

[] No Continuing Education Credit

[] Continuing Medical Education (CME) Credit: Last 4 Digits of SS#:

[] Continuing Legal Education (CLE) Credit:  State: Attorney Registration #:
[ continuing Nursing Education (CNE) Credit: Certificate #:

[] Other Continuing Education Credit: Type:

Certification #:

Registration fees: All registrations include electronic access to materials, refreshments and lunch.

[] General registration (no continuing education credits)..........ocoueveeereeereesereesevenan. $50.00

[] Attorney registration (With CLES).......ccccveecveiuiee ettt erse e erse v eses v seases v e $75.00*
*Attorneys may apply for a fee waiver due to financial hardship. To request a
few waiver due to financial hardship, please email Judi ray at judiray@siu.edu.

[] Healthcare provider registration with CEUS (CME OF CNE)........ouvueiueiereeeceeeseesieeen. $75.00
[] SIH-affiliated healthcare providers and other SIH personnel...........ccccoevveveiirecrennen. Complimentary
[] SIU School of Law or Medicine faculty, staff or students.........cccccovevevveeeerieeeerrrennene. Complimentary
[] IL Healthcare provider who participated in any of Coventry’s PPO networks........... Complimentary
(19W0901604)
| am paying with: ] visa ] MasterCard ] Discover [] American Express
Credit Card # Exp Date
Name on Card: CVC:

Payer Email (required for receipt):

Return with payment to: Conference and Scheduling Services, Student Center — Mail Code 6705, Southern lllinois University,
1255 Lincoln Drive, Carbondale, IL 62901
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