Marie Ortaliz Center, Inc.

PO BOX 16 Thiells, NY 10984-0016

 mortaliz@optonline.net
REGISTRATION FORM

Registration is not confirmed until payment is received by the company per company policy.

Name: _______________________________________________________________________________________

Address: _____________________________________________________________________________________

_________________________________________________Email: ______________________________________

Home#: ___________________________ Cell#: _________________________Work#: _____________________
PLEASE STATE BELOW THE DATE(S) OF THE COURSE(S) YOU PLAN TO TAKE:

ACLS 

___________
BCLS 

___________
PALS 


___________


ACLS RECERT
___________ 
ACLS PREP 
___________ 
PALS RECERT 
___________ 

IV THERAPY 
___________ 
BASIC EKG 
___________
12 LEAD EKG 

___________

CCC 

___________
CC IV DRIPS 
___________ 
PRAC TEST FOR CCC 
___________
NMP 

___________
VENTS & ABG 
___________ 
CCRN Review 

___________

IABP

___________ 
CHEST X-RAY
___________
Hemodynamic Monitoring 
___________
Others 

___________




Physical Assessment 
___________

Hemodialysis
___________









(For Hemodialysis only, please include your RN/LPN Registration Number: _______________)  

AMOUNT ENCLOSED: _________ as deposit/full payment.  Make checks payable to: MARIE ORTALIZ CENTER, INC.

*REFUND POLICY: Full refund will be provided for cancellation made more than 5 days before the course date.  Cost of textbooks and mailing will be deducted from the refund.  For the “no show” and cancellation made less than 5 days, a $25.00 penalty fee will be deducted from the refund. There will be NO refund for classes that have already been partially attended.  NO FEE FOR RESCHEDULING.





I HAVE READ AND AGREE TO THE ABOVE REFUND POLICY.

**There is a $35.00 fee for returned checks.                     _____________________________________________









SIGNATURE / DATE

PLEASE COMPLETE THIS FORM AND SEND WITH PAYMENT BY CHECK OR MONEY ORDER. 

FOR CREDIT CARD PAYMENT PLEASE CALL THE OFFICE.
    For official use only:
     CLASS TO BE ATTENDED:__________________________________________

	


    DATE OF PAYMENT RECEIVED: ____________________ CASH (pls. check the box)    

	


 






                         CREDIT CARD 

    AMOUNT PAID: DEPOSIT $__________ FULL PAYMENT _________________

    CHECK#_______ AMOUNT OF CHECK____________BALANCE____________

    BOOK GIVEN/MAILED (DATE)_________________RECEIPT#______________

    CONFIRMATION LETTER SENT: ______________________________________
    COMMENT: _________________________________________________________
