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Training Registration

Workshop Title:  ___________________________________________________________

Date of Training: ____________ (Insert date obtained from ICCC) Time: ______________ 

Location: _________________________________________________________________

Program Name:_____________________________________County:__________________

Mailing address: ____________________________________________________________

City: ________________________________Zip:__________________________________

Contact Person: ____________________________________________________________

Day Phone: ____________________ Evening Phone: ______________________________

Email: ____________________________________________________________________

Names of Participants (please print):

________________________________     __________________________________

________________________________     __________________________________

________________________________     __________________________________
Enclose a separate sheet for additional participants.

I have enclosed a non-refundable check or Money order for $__________ made payable to:

ICCC.  Mail payment to: 
ICCC/CSB 

P.O. Box 40  
Saluda, VA  23149

I understand that my registration is complete when payment is received and registration is confirmed by phone or email.
Signature:_______________________________________________Date:______________


