
	 FORMCHECKBOX 
 I will be accompanied to the conference by a support person.  I understand that the support person may attend free of charge and will be registered for the same breakout session that I register for:

NAME:         
ADDRESS:

PHONE:

EMAIL: 



	  PLEASE DESCRIBE ACOMMODATION IF NEEDED:

 FORMCHECKBOX 
  ASL Interpreter

 FORMCHECKBOX 
  Other:  (Please specify) j
 FORMCHECKBOX 
  Food Allergies 

	I will attend the following two sessions:

  Workshop Session 1 (10:30-11:45)

1 1st Choice     
2nd Choice  

	                  2.        1st Choice  

                     2nd Choice  


Method of Payment

Conference Fee $20.00

Check—Please mail you check made payable to CT Department of Developmental Services with a copy of the registration form and mail to:

Brigitta Rainey

CT, Department of Developmental Services

155 Founders Plaza, 255 Pitkin Street

East Hartford, CT 06108

 FORMCHECKBOX 
Fee Waiver Requested—you will be contacted by a member of the conference staff

 FORMCHECKBOX 
DDS Staff– Enter Region NR, SR, WR, CO, STS: ________________

 FORMCHECKBOX 
Presenter  

 FORMCHECKBOX 
Exhibitor   
REGISTRATION  DEADLINE:


MARCH 20,2011





Fields with a * are required


NAME *: 


JOB TITLE: 


ORGANIZARION/AFFLIATION: 


ADDRESS*:  


CITY*:  


STATE*:  			ZIP CODE*:  


PHONE:  			            FAX:                           	EMAIL*: __________________________________________





SCHOOL DAYS TO PAY DAYS CONFERENCE REGISTRATION


REGISTRATION





QUESTIONS? Please contact:


Brigitta Rainey


Phone: 860-263-2473


FAX: 860-622-2666


Email: Brigitta.J.Rainey@ct.gov








