2009 Bemidji Area Diabetes Coordinators’ Conference
Registration Form
Name: _____________________________________ Job Title: _________________________
Work Facility: ________________________________________________________________

Work Address: ________________________________________________________________

City: _____________________________________ State: ________ Zip Code: ____________

Work Telephone: ___________________________ Work Fax: _________________________

Email Address: ________________________________________________________________

Professional Category: __________________________________________________________
(Please pick from: Physician, Physician’s Assistant, Nurse, RD, or Other, then specify)

Sessions Attending: ____________________________________________________________

(Please pick from: All Sessions, Monday AM, Monday PM, Tuesday AM, Tuesday PM, Wednesday AM, Wednesday PM, or any combination of sessions, such as “Tuesday PM through end,” or “Monday PM through Tuesday PM”)

You will receive an emailed confirmation of your registration within 3 business days!

Thank you!!
