
REGISTRATION FORM

SURNAME:___________________ FIRST NAME: _________________________

TITLE:____________
ADDRESS: ___________________________________________________________
_____________________________________________________________________

TELEPHONE:_______________________________________ 
E-MAIL: _________________________________________
AFFILIATION:

(e.g.HSE/UNIVERSITY/COMPANY): _____________________________________

REGISTRATION FEE: €100        

PAYABLE BY CHEQUE TO:  Health Systems Research Centre, UL
    SEND COMPLETED REGISTRATION FORM (and cheque) TO:

Prof Stiofan de Burca

Health Systems Research Centre

CS1-011

University of Limerick

Limerick

**PLEASE NOTE – YOUR PLACE WILL BE CONFIRMED UPON RECEIPT OF PAYMENT AND COMPLETED REGISTRATION FORM.

