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The Rural & Community Psychiatry Network of New Mexico Spring Meeting
REGISTRATION FORM

PLEASE REPLY BY MAY 9!!!

Fax: (505) 266-3461  E-mail: NMPsych@KessJones.com
 FORMCHECKBOX 
 Yes!  I will attend this important meeting.     FORMCHECKBOX 
 I am unable to attend. 

	Name:
	     

	Organization:
	     

	Address:
	     

	Phone:
	      MERGEFIELD "Phone" 
	Fax:
	     

	E-mail:
	      MERGEFIELD "EMail" 


LODGING

We will reserve a room for you at the Kachina in Taos for the night of May 11.  You are welcome to add additional nights at your own cost ($59 plus tax depending on room assigned to you). Your confirmation number will be mailed or emailed to you at a later time.  Please indicate room preferences:

 FORMCHECKBOX 
 I do not require a room.

 FORMCHECKBOX 
 I require a room.
 
 FORMCHECKBOX 
 Non Smoking    FORMCHECKBOX 
 Smoking    FORMCHECKBOX 
 Wheelchair accessible  
 FORMCHECKBOX 
 One bed (king or queen)    FORMCHECKBOX 
 Two beds

   I understand you will cover the cost of the room on Friday May 11.  I would like to extend my reservation for 
   the following evenings:     

     FORMCHECKBOX 
 Thursday, May 10        FORMCHECKBOX 
 Saturday May 12      FORMCHECKBOX 
 Sunday, May 13       FORMCHECKBOX 
 Other: _________________

MEALS

Will you be joining us for dinner on Friday, May 11?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
Please indicate below any dietary restrictions.

 FORMCHECKBOX 
  I require a vegetarian meal.        FORMCHECKBOX 
    I require a vegan meal (no meat, no dairy).
     FORMCHECKBOX 
  I am lactose intolerant.               FORMCHECKBOX 
I need a gluten free diet.
    Please let us know if you have any other special dietary needs such as severe food allergies:       

Indicate below if you will have any guests joining you at the meals:

	Meal
	# of guests
	
	Price
	Total

	Friday Dinner only
	  
	X
	$30
	$     

	Friday Dinner/Saturday lunch
	  
	X
	$50
	$     


Guest Meal Payment Information

We accept Visa, MasterCard and American Express.

	Name on Card
	     

	Card Number
	     

	Expiration Date
	     

	Signature
	


Other Questions

Please let us know the communities in which you are providing psychiatric services and how often:

	     


Where do you feel there are gaps and psychiatric needs in your community?

	     


Do you know of any psychiatrists that have recently arrived to your community that we should invite to be part of the network?

	     


SPECIAL NEEDS/REQUESTS

If you have any special needs (i.e. communication/mobility) please notify us at (505) 266-3451x101 or NMPsych@KessJones.com by May 1 so we may make the appropriate arrangements.
Thank you!
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