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THE MOORFIELDS GONIOSCOPY AND THERAPEUTICS COURSE

REGISTRATION FORM

Sunday, 6th November – Tuesday, 8th November 2016       
Which day(s) would you like to attend (please tick):

     
Gonioscopy - Sunday 6th November 2016                                         Tick if Department Staff

- £275.00 for registration by 6.10.16, £300.00 thereafter

     
Therapeutics 1 - Monday 7th November 2016                             


- £225.00 for registration by 6.10.16, £250.00 thereafter

 
 Therapeutics 2 – Tuesday 8th November 2016                             


- £225.00 for registration by 6.10.16, £250.00 thereafter

     
Gonioscopy & Therapeutics 1 & 2 – Sunday 6th November - Tuesday 8th November 2016                             


- £675.00 for registration by 6.10.16, £700.00 thereafter

Please complete clearly and in BLOCK CAPITALS.  Your name should be given as it will appear on your Certificate of Attendance.
	Last/Family Name:



	First Name:


	Middle/Other name(s):

	Title: 
	( Male



	Nationality:


	( Female

	Present appointment (Hospital/Trust/Practice name and address):



	Home Address:


	Correspondence address (please circle):                  Home                Work

	E-mail:

Please tick if you would like to be included on our mailing list 

	Contact telephone number:

	Fax No:

	GOC Number: 

	Dietary requirements

(Vegetarian                                                                  ( Other (please state)



	Payment Details
	Please tick (() relevant box. All payments to be in GB Pounds Sterling.  Registrations will NOT be accepted without payment. Please note we do not accept cheques.


	( Please deduct the total sum due from:


	Credit Card:  
( MasterCard      ( Visa 

Debit Card:   
( Visa Delta 
       ( Switch/Maestro     
Card No:  ________|__________|__________|_________|

Start date: _____________  Expiry date:  __________                    

Issue No (for UK debit cards only) ____________________

3 digit security code (last 3 digits on back of card) ___________

Amount: £ ________________________________________

Name on card: _____________________________________

Cardholder’s Signature:  ____________________________ 

Delegate’s billing address, OR Name, address & telephone number of the cardholder if not the delegate: 
____________________________________________________

____________________________________________________




	PAYMENT BY INVOICE

	( I would like to be invoiced

	Please invoice:
Name:


Address: 

Amount: 


Please note invoices need to be paid within 30 days. 

ONLY SUBMIT YOUR REGISTRATION FORM ONCE. By returning this registration form and payment details you are agreeing to the registration procedures and regulations of Moorfields Eye Hospital NHS Foundation Trust (MEH), including any cancellation policies for registration fees costs.  You are also agreeing to your name and current position being included on the list of participants circulated at the course. MEH does not accept any responsibility for any personal or financial information submitted before it is received by us.  This is done so at your own risk. Once received, we process the data under data protection legislation. (http://www.moorfields.nhs.uk/Legal/TermsandConditions).
NB: After 26th October 2016, 100% of the course fee will be retained unless a replacement delegate can be found.

SIGNED: …………………………………………………………..  DATE: ………………………………



( Please return to: Azhar Aziz


Optometry Education, Department of Optometry


Moorfields Eye Hospital NHS Foundation Trust, 162 City Road, LONDON EC1V 2PD 


Or scan and email to: � HYPERLINK "mailto:optometrycourses@moorfields.nhs.uk" �optometrycourses@moorfields.nhs.uk�














