Summer Institute in Comprehensive Health Education

Participant Registration Form
School Name:________________________________District:________________________

Address:__________________________________________ Zip: _____________________

Contact Person:_____________________________Phone:__________________________

Please provide the following information for each of the participants from your school:  (Home addresses are needed for correspondence during the summer.)

1.
Name:
 ________________________________ Home Phone:__________________


Home Address:_____________________________________Zip:_______________


Position: _______________________________ If teacher, grade level:__________

2.
Name:
 ________________________________ Home Phone:__________________


Home Address:_____________________________________Zip:_______________


Position: _______________________________ If teacher, grade level:__________

3.
Name:
 ________________________________ Home Phone:__________________


Home Address:_____________________________________Zip:_______________


Position: _______________________________ If teacher, grade level:__________

4.
Name:
 ________________________________ Home Phone:__________________


Home Address:_____________________________________Zip:_______________


Position: _______________________________ If teacher, grade level:__________

5.
Name:
 ________________________________ Home Phone:__________________


Home Address:_____________________________________Zip:_______________


Position: _______________________________ If teacher, grade level:__________

Please return this form by May 19, 2000 to:

Deedra D. Smith

2020 West Third, Suite 320

Little Rock, Arkansas  72205

Fax (501) 324-9745

Phone (501) 324-9740

