
The <Insert Chapter Name> of the Florida Association for Play Therapy
&

<Insert Co-Sponsor (if any)>
Present(s)
<Insert Presentation Title>

<insert Day, Date>

<Insert times>

Presenter: <Insert Presenter Name>

Location: <Insert Location address>

Learning Objectives:

<insert learning objectives (one for every hour of CE at minimum)>

1.
2.

3.

The Florida Association for Play Therapy (FAPT) is an approved provider for the Association for Play Therapy to offer continuing education specific to play therapy. APT Provider #02-115. FAPT is approved by the Florida Department of Health under FL Statute 491 to offer continuing education for Social Workers, Marriage and Family Therapists and Mental Health Counselors.  Provider Number BAP-50-10520 expires 03/31/2011.FAPT is approved by the Florida Department of Health under FL Statute 490 to offer continuing education for Psychologists.  Provider Number BAP-50-10520 expires 05/31/2012.

Registration Form:
Name: ____________________________________________________________________________________________
Address: __________________________________________________________________________________________
City: _______________________________________________________________________ Zip: __________________
Phone: _________________________________________ E-Mail:_____________________________ RPT/RPT-S: Y/N
Cost:
APT/FAPT Member 
<insert $> □

 
Non-Member

<insert $> □
Student


<insert $> □
On-Site


<insert $> 
I have enclosed a check for $ ____________ (please make check payable to the “Florida Association for Play Therapy”)

Mail this form, with payment, to:
<Insert name Chapter Sec/Trea>
<Insert address check is to be mailed to>

<City, St, Zip>
If you require special accommodations as defined by ADA 504 or for further information please contact <insert name & information>. Cancellations must be received in writing 5 days prior to your workshop date.
nlb 10/05, rev. 4/07, 10/08, 6/10
