Date:

Title of Course:

UNIVERSITY OF LOUISVILLE SCHOOL OF DENTISTRY
CONTINUING EDUCATION COURSE
GENERAL REGISTRATION FORM

Course Date:

Are you a(n): Auxiliary RDH DMD License No.
Participants Name: Last 4 SSN:
Home Address:
City State Zip
Office Name:
Office Address:
City State Zip

*Day Time Phonet#:

Evening Phone#:

Fax#:

Email Address:

VISA or Mastercard

CC Number:

*required for all courses

Payment may be made by Credit Card (MC or Visa) or by check.

Expiration Date:

Amount charged to card:

Card Holder Name:

If by check:
Check Number:

All Payments are due at time of registration.

Total Amount Enclosed:

Please make checks payable to:
University of Louisville School of Dentistry

CE Main Line-502-852-5077
Fax# 502-852-3994
www.louisville.edu/dental

Office of Continuing Education
501 S. Preston St.
Room 031
Louisville, KY. 40202



