
 
 

“Widespread Consequences  of Trauma:  
The Osteopathic Approach to the School Age Child and Adolescent” 

 

November 3rd to 7th, 2008 
San Diego, California 

 

Mail or Fax this form with your payment to (No phone registrations please): 
 

Osteopathy’s Promise to Children 
Attn:  Anna Marshall 

4135 54th Place, San Diego, CA 92105 
 

Phone:  619-583-7611     Fax: 619-583-0296 E-Mail: annam@osteopathiccenter.org 
 

 
Full Name: ______________________________________ Title:  DO, MD, DDS, Resid./Intern/ Stud. 
       *Please PRINT LEGIBLY as you would like your name to appear on your certificate 
 

Street Address:______________________________________________________________________ 
 
City, State, Zip:______________________________________________________________________ 
 
Phone:  (          ) ____________________________  Fax:  (         ) _____________________________ 
 
E-Mail: __________________________________________ AOA/ADA/AMA#: ________________ 
 
Medical School: _______________________________________ Year of Graduation: _____________ 
 
Eligibility: DO, MD, DDS, Residents/Interns and Osteopathic Students in final year before graduation.  
 

Prerequisite:  Approved 2- 40-Hour Course in Osteopathy in the Cranial Field 
 
Course Director:_______________________________________    Year:  __________ 
 

Course Fees:   Includes all course materials, continental breakfast, snacks and lunch daily. 
 

___ Physician  $ 1,475.00  ___After October 3rd, 2008 $ 1,525.00 
 
___ Resident/Intern/    

Student   $1,100.00  __After October 3rd, 2008 $1,150.00 
 

_____   Vegetarian Meals _____  Gluten or ______ Dairy Free Meals – Veggie or Non-Veggie 
   

 (Shuttle Service will not be provided by Osteopathy’s Promise to Children for this course, please contact your choice of accommodations) 
 

 Yes, I want to make a tax-deductible contribution to Osteopathy’s Promise to Children in the amount 
of  $ _____________.  (A non-profit organization whose mission is osteopathic education, research & treatment and 
to provide clinical experience to health professional in the field of Osteopathy) 

 
Form of Payment: 
 
 

_____ Check, Money Order or Cashier’s Check (Make all checks payable to Osteopathy’s Promise to Children) 
_____ MasterCard  # _______________________________________________________________ 
_____ Visa Card # _________________________________________________________________ 
Expiration Date: _____________________    Signature: ____________________________________ 

 

Course Cancellation Policy:  Written, mail, fax or e-mail notification of cancellation must be received 15 days prior to course 
to receive a refund less $75.00 processing fee, otherwise you will not be eligible for a refund. 
 
 


