*ONE REGISTRATION FORM PER PERSON PLEASE*   

REGISTRATIONS WILL NOT BE ACCEPTED WITHOUT PAYMENT ATTACHED * NO FAXED REGISTRATIONS
Name: _______________________________________________________________ *Phone: ____________________

Address:____________________________________     City: ____________________ State: ______ ZIP: _____________ 

Practice Area: ______________________  Work Facility: __________________   License # ___________ State: _______

___ RN      __ LVN    ___ Ophthalmic Ass't.    ___ Ophthalmic Tech      ___ Orthoptist     ___ Other __________________

ASORN ID # _____________________ (Required for discounted Registration Fee)  Are you certified?  ___ Yes ___  No  Specialty: _____________________

Make checks payable to: Bay Area ASORN and mail c/o  Cathy Glynn-Milley, RN -  125 Jardin Dr.  Los Altos, CA  94022

To be on Bay Area ASORN's e-mail list please print clearly: ________________________________________

Registration Confirmation By Email Only

