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Date Friday, October 28, 2005
Name 1:00 - 5:00 pm
Address $35.00 Professional
Postal code $10.00 Student - Institution ID#
Email $15.00 EDEO membership
Phone number Total §
Method of Payment
Visa# Exp Date —— Name on card Signature
MC# Exp Date _______ Name on card Signature

Cheque (make payable to EDEO)

pa— — T Request for Refunds must be made in writing to the EDEO office on or before
O QQ THE EATING DISORDER EDUCATION ORGANIZATION noon on October 21, 2005. A 25 % cancellation fee will apply.




