
 
PLEASE NOTE 

THIS FORM IS USED FOR ALL CONTINUING EDUCATION COURSES. IT IS 
IMPERATIVE YOU COMPLETE THE INFORMATION IN FULL 

 
DR                  STUDENT                 CA                NON-DR SPOUSE               PD ALUMNI MEMBER  
 
ATTENDEE #1:________________________________________________________ SSN #______________________ 
 
MAILING ADDRESS:______________________________________________________________________________ 
 
CITY:__________________________________STATE/PROVINCE_____________ZIP/POSTAL_______________ 
 
COUNTRY___________________ PHONE:(_____)______________________ FAX:(_____)____________________ 
 
E-MAIL__________________________________________________________________________________________ 
 
IF CA or NON-DR SPOUSE, name of doctor___________________________________________________________ 
 
IF DC STUDENT, name of College__________________________ Anticipated Graduation Month______Year_____ 
 
``````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````````` 
COURSE TITLE__________________________________________________________________________________ 
 
COURSE DATE/LOCATION_______________________________________________________________________ 
 
TUITION AMOUNT:_________________                                        TOTAL AMOUNT DUE:__________________ 
 (Please NOTE: Final Tuition Amounts will be calculated by Continuing Education Registration Staff) 
 
PAYMENT METHOD:  (CASH IS NOT ACCEPTED) 
                                 

Check #__________    Foreign checks must be marked “Payable in US Funds” 
Or 

(Circle one)         MasterCard         Visa         American Express         Discover 
 

Card #___________________________________________________________Exp date ________________________  
 
Print Name as it appears on Card:_____________________________________________________________________ 
 
Signature________________________________________________________________________________________      
 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
PLEASE REVIEW THE INFORMATION ON EACH COURSE CAREFULLY REGARDING ANY SPECIAL 

REQUIREMENTS, ADDITIONAL MATERIAL FEES OR ELIGIBILITY PREREQUISITES OR 
REGULATIONS. 

 
CANCELLATION POLICY: Refunds, less a 25% administrative charge, will be issued upon request if received more than 7 days 
prior to the event.  There will be no refunds permitted after that time.  Registrations are non-transferable to another course, but may 
be transferred to another person for the same course.  Parker College reserves the right to adjust program dates, times, speakers 
and/or locations.  The total liability of Parker College arising from or related to these courses is limited to a refund of the registration 
fee only.  Parker College will not complete vouchers for License Renewal credit until course tuition is paid in full.  A $25 fee will be 
assessed for each additional copy of credit voucher requested.  The opinions and statements made by the speakers do not necessarily 
reflect the opinions of Parker College. 
 

Parker College of Chiropractic Continuing Education Department   
2500 Walnut Hill Lane   

Dallas, TX 75229 
www.parkercc.edu 

1.800.266.4723                   fax 214.902.3454            


	ATTENDEE #1:________________________________________________

