
 
REGI STRATI ON FORM 

 
I nt roduct ion to Clinical Quality I m provem ent  

 
 ATTENDEE I NFORMATI ON (please com plete each field)  

Full Nam e ( including credent ials) :  ________________________________ 

Nam e you prefer using (nam etag) :  _____________________ 

Adm inist rat ive posit ion /  Medical specialty:  _____________________________ 

Oganizat ion/ Facilit y/ Departm ent :  _____________________________________ 

Mailing Address:  ___________________________________________ 

City:  ____________________ Zip:  ________  

Phone:  ______________ E-Mail:  _______________________ 

 

Contact  at  your office ( assistant ) : 

Contact  Nam e:  _______________________  

Phone:  ___________________ 

E-Mail: _____________________________ 

( I n order for  you to receive inform at ion regarding the program  for w hich you are register ing, 
w e need to have an e- m ail address.)  

 

 Septem ber 26 & 27, 2013  Clinical Quality I m provem ent  
 (Thursday – Friday)  
 8: 30 a.m . – 5: 00 p.m . 
 

 Novem ber 7 & 8, 2013  Clinical Quality I m provem ent  
 (Thursday – Friday)  
 8: 30 a.m . – 5: 00 p.m . 
 
 

These courses w ill be presented at  
I nterm ountain Healthcare Corporate 

Offices -  Capitol View  Room s 
3 6  South State Street , 1 6 th Floor 

Salt  Lake City, Utah 8 4 1 1 1  
 
  

Please return your regist rat ion form  to: 
I nterm ountain Healthcare 

I nst itute for Health Care Delivery Research 
36 South State St reet , 16 th Floor 

Salt  Lake City, Utah 84111 
Voice:   (801)  442-3030     Fax:  (801)  442-3486 

E-mail:   Stefanie.bowen@imail.org 
Website:  www.intermountainhealthcare.org/ about / quality/ inst itute   

 
For t ravel arrangem ents  

Please contact  I ntermountain Travel Services for assistance and negot iated hotel rates.  ( 8 0 0 )  4 4 2 - 2 0 1 8 . 


