[image: image1.wmf]Lower Hudson Valley Perinatal Network



Serving Dutchess, Putnam, Rockland & Westchester Counties


April 21, 2009
LHVPN Education & Networking Conference

“Unique Strategies to Integrate Breastfeeding into
the Workplace and Community”
Registration Form

	Name
	

	Title
	

	Organization
	

	Address
 FORMCHECKBOX 
 home 
     

 FORMCHECKBOX 
 organ.
	


	

	Phone
	
	Fax
	

	Email
	
	

	Lunch
	(Kosher Meal Requested
	( CEU’s     ( CERPs     (CPEs   (CHECs   Desired

	Please complete this section.  Check the one that best describes your role.
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 FORMCHECKBOX 
 Health Care Provider:

 FORMCHECKBOX 
 Hospital-based

 FORMCHECKBOX 
 Community-based


 FORMCHECKBOX 
 Physician
 


 FORMCHECKBOX 
 Nurse
 FORMCHECKBOX 
 Social Worker
   FORMCHECKBOX 
 Admin.
    

 FORMCHECKBOX 
 Lactation Consultant 
 FORMCHECKBOX 
 Other _______________________
 FORMCHECKBOX 
 Consumer

 FORMCHECKBOX 
 Faith-based Representative 

 FORMCHECKBOX 
 Community-based Provider (non-health):

 FORMCHECKBOX 
 Child Care
     
 FORMCHECKBOX 
 Human Service,  specify _________________

 FORMCHECKBOX 
 Admin.

      FORMCHECKBOX 
 Other ____________________________


 FORMCHECKBOX 
 Educator

 FORMCHECKBOX 
 Business Representative

 FORMCHECKBOX 
 Government Agency

 FORMCHECKBOX 
 Health Insurance/Managed Care Organization

 FORMCHECKBOX 
 Other ___________________________________________________

	 FORMCHECKBOX 
 I am a member of the LHVPN.
	 FORMCHECKBOX 
 I would like to become a member of the LHVPN

	 FORMCHECKBOX 
  My $30 check is enclosed payable to: Children’s Hospital Foundation

	 FORMCHECKBOX 
  I would like to pay by credit card (please see next page for credit card information)


Please mail check payments to:
Lower Hudson Valley Perinatal Network, 95 Grasslands Road, Valhalla, NY 10595
Registration Payment 

LHVPN Education & Networking Conference
April 21, 2009
Credit Card Information

Your (the registrant’s) Name: _________________________________________
Credit Card Type:   FORMCHECKBOX 
  AMEX   FORMCHECKBOX 
  Visa   FORMCHECKBOX 
 Mastercard

Credit Card Number:  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

Security Code: _ _ _ _

Credit Card Expiration Date:  _ _/_ _

Amount to charge to card:   ______________
Name as it appears on card:  ______________________________________
Billing Address:  

Street address: ________________________________________

City:  ______________________________  State: ______  Zip: __________

Phone Number: (_____)    _--____________
Will you need a receipt?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
 No



Continuing Education





This activity has been submitted to the:


New York State Nurses Association for 2.50 contact hours


Center for Education and Research in Patient Safety for 2.5 CERPs


American Dietetic Association for 3.5 CPEs


National Commission for Health Education Credentialing for 2.5 CHEC’s.








95 Grasslands Road
Valhalla, NY 10595

Phone: 914-493-6435                          Website: www.LHVPN.net                           Fax: 914-493-1005
Program organized in 2004 by the Maria Fareri Children’s Hospital Regional Perinatal Center with March of Dimes funding

