
 
Facility: _________________________________________________________________________ 
 
Address: ________________________________________________________________________ 
 
City: _____________________________________ State: ________  Zip: ____________________ 
 
Phone: _____________________________________   Fax: _______________________________ 
 
Contact Person: ___________________________________________________________________ 
 
Contact Person’s email address: ______________________________________________________ 
 

□  IHCA Member   □ ICLTC Member 
 
 
Payment: 
______  Member of IHCA or ICLTC  (March—December 2012) …………………………………...…………………$1050 
______  Non-Member (March—December 2012) ……………………………………...………………………………….…$1700 
            
                              
           TOTAL  ________________ 

   □ Check enclosed 

   □ Charge to:    □Visa         □MasterCard      □American Express 
 
# ______________________________________________  Expiration Date: _________________ 
 
Security Code:  __________ (3 digits REQUIRED) 
 
Signature:  _______________________________________________________________________ 
 
Return with payment to:  Illinois Health Care Association        OR            Fax:  217.528.0452 
                       1029 S. Fourth Street 
                     Springfield, IL  62703  
 

 
To register online, go to: www.ihca.com/education/seminar 
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