Registration Form (fillable word file) --  Wellness & Resilience – 2011-2012
Please complete the information below to register for the MBSR course and/or the Transforming Compassion Fatigue workshop, and either return via email, or fax or mail to:

Mail:        Elda DiCroce, MDCL 3510, 
                McMaster University, 
               1280 Main St. W., Ham., ON  L8S 4K1         E-mail:  dicroce@mcmaster.ca         Fax:         905-528-6552

Please indicate session(s) you wish to attend:

Mindfulness Based Stress Reduction (MBSR) for Health Care Professionals

(Participants must commit to attend the FULL (MBSR) Program)

FULL Program: Tuesday, Oct. 18, 2011 to Tuesday, Dec. 20, 2011    and    Day-long Retreat: Saturday, Nov. 26, 2011    FORMCHECKBOX 

Registration Fee:  Faculty/staff partnered with PFD   FORMCHECKBOX 
  $ 300.00    Non-partnered faculty/residents/staff   FORMCHECKBOX 
  $ 750.00
                            External (non-McMaster)  FORMCHECKBOX 
 $ 1,000.00   Non-partnered residents  FORMCHECKBOX 
  $ 375.00   Students  FORMCHECKBOX 
  $ 300.00

Cheques should be made payable to: McMaster University and sent to the above mailing address. If paying by McMaster University account #, please provide here:      
 ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ ▪  ▪ ▪ ▪ ▪ ▪ ▪ 

Transforming Compassion Fatigue: “Surviving to Thriving”

½ day workshop: Monday, November 28, 2011   FORMCHECKBOX 

Registration Fee:  Faculty/residents/staff partnered with PFD   FORMCHECKBOX 
  FREE    Non-partnered faculty/residents/staff   FORMCHECKBOX 
  $ 60.00
                            External (non-McMaster)  FORMCHECKBOX 
 $ 150.00   Students  FORMCHECKBOX 
  $ 45.00

Cheques should be made payable to: McMaster University and sent to the above mailing address. If paying by McMaster University account #, please provide here:      
Dr.   FORMCHECKBOX 
         Prof.  FORMCHECKBOX 
        Mr.    FORMCHECKBOX 
          Mrs.    FORMCHECKBOX 
          Miss   FORMCHECKBOX 
          Ms.  FORMCHECKBOX 

Surname:                                                                   Firstname:      
Profession (Specialty):  GP  FORMCHECKBOX 
    FP  FORMCHECKBOX 
  (Specify)         RES  FORMCHECKBOX 
   RN  FORMCHECKBOX 
   RN(EC)  FORMCHECKBOX 
  NRSPract  FORMCHECKBOX 
   OT  FORMCHECKBOX 
                                             


                                     PT  FORMCHECKBOX 
  SW  FORMCHECKBOX 
    Student (Specify)          Other      


Department/Program/School:      
Mailing Address:      
     

City:                                                                                     Postal Code:      
Tel.: (       )                                       Fax: (       )                                          E-mail:      
