Registration Form for Animal Dental Training Center

Registration Form Directions

The form may be found on Page2 of this document. You may make all edits to this form directly through Microsoft Word. This document contains fields for you to fill in, some will pre-format your text accordingly. You may push the <tab> button to navigate between fields.

If Submitting by Fax/Mail

After completing all requested information select Print from the File menu. Please mail this completed form to our MAILING ADDRESS:
Animal Dental Center

1209 Cromwell Bridge Rd.
Baltimore, MD 21286
Phone: (410) 828-1001
Fax: (410) 296-5512

If Submitting Electronically by E-Mail

After completing all the requested information within the document, save your registration information by going to File -> Save As. Please note the location where you are saving the file to as you will need to then attach this file to an email. 
registration@animaldentalcenter.com
ADTC Cancellation Policy

In the event of a cancellation you may also send a substitute from your practice. Due to the limited number of spaces available requests for full refunds will be honored only if received at least 21 calender days prior to the start of the program. A partial 75% refund will be issued for all requests received 8-20 days before the beginning of the course. No refunds will be granted for cancellations made less than 8 days prior to the course onset. All requests must be received in writing. In the unlikely event that a program is cancelled or postponed due to insufficient enrollments or unforeseen circumstances, the ADTC will fully refund registration fees but cannot be held responsible for any other expenses, including cancellation or change charges assessed by airlines, hotels, travel agencies, or other organizations.
Registration Form for Animal Dental Training Center
	Course Information
	11/19/2008 1:47 PM

	Course Date and Name:
	     

	Personal Information
	

	Name of Attendee:
	     

	Name of Attendee:
	     

	Name of Attendee:
	     

	Name of Attendee:
	     

	Hospital Name:
	     

	Mailing Address1:
	     

	Mailing Address2:
	     

	City / State / Zip:
	     
	  
	     

	Country:
	     

	Tel. Number:
	     

	Fax Number:
	     

	Email Address:
	     

	Method of Payment
	

	Credit Card Type:
	 FORMCHECKBOX 
 Mastercard      FORMCHECKBOX 
 Visa      FORMCHECKBOX 
 Hospital Check

	Name on Card:
	     

	Billing Address:
	 FORMCHECKBOX 
 USE ADDRESS ABOVE

	Billing Address1 and 2:
	     
	     

	Billing City / State / Zip:
	     
	  
	     

	Card Number / Exp. Date:
	CC#      
	Exp.          [mm/yy]

	Confirm Amount Charged:
	         USD

	Signature [mail or fax only]:
	     


Please Fax / Mail / E-Mail this completed form back to the following address:
	Animal Dental Training Center
1209 Cromwell Bridge Rd.

Baltimore, MD 21286
	Phone (410) 828 - 1001
Fax (410) 296 - 5512

registration@animaldentalcenter.com


www.AnimalDentalCenter.com




























































