ICHN Conference 2010 Registration Form
Personal Details                                                                                                                                                             
Please fill in your name, job title and place of work as you would like them to appear on the delegate list. 

 If you do not wish your details included on the delegate list please tick here    _________
Please use BLOCK CAPITALS.  If you wish to book more than one person please photocopy this form.

 Full Name        


_______________________________________________________________________       

Post / Job Title


_______________________________________________________________________      
Place of Work

  
_______________________________________________________________________      
Daytime Phone


_______________________________________________________________________      
Email Address                     
_______________________________________________________________________      
Correspondence Address
_______________________________________________________________________      




_______________________________________________________________________      

_______________________________________________________________________    
Parallel Session    Please indicate your preference 1 -  4  in order of preference. 1 being your first choice. 

Preferences will be allocated according to spaces available.  
Maternal and Child Health _____
 Care of the Older Person ______      Population Health ______     Clinical Leadership______
Conference Booking Fees                                           Closing Date for Booking Friday 3rd September 2010                                                                                                       
 Conference 

(including all conference material, refreshments, lunch)

ICHN Member

Early Bird Special 
(register before Friday 13th August)

€60

______   



Normal rate





€70

______










Non Member








€100

______

Gala Dinner
              







€50

_____
Total Due








€

____

Payment                                                                                                                                                                                  
I enclose a cheque / postal order for total amount  €

     made payable to The Institute of Community Health Nursing
Please return Booking Form and Fee to :   Grainne Lynch Conference Co ordinator,  76 Torcaill, Portmarnock, Co Dublin.

Cancellations must be received in writing by post or email by Friday September 3rd. After this date fees cannot be refunded.

Receipts will be issued within 1 week of receipt of payment. 

Accommodation should be booked directly through the hotel (01 8450000) or online (www.thegrand.ie). 

 1 night BB Single €95  /Double110 per room     2 nights BB Dinner Friday night  Single €180  / Double €140PPS                                                  

