
CONFERENCE REGISTRATION FORM
PLEASE PRINT

Title (circle one):   Mr.   Mrs.   Miss  Ms.   Rev.   Rev. Msgr.   Most Rev.

Br.   Sr.   Mother   Rev. Mr.   Deacon   Other ____________________

Name_______________________________________________________

Attending Spouse____________________________________________

Address__________________________________________________

City__________________________ State____ Zip________________

Day Phone_________________  Evening Phone__________________

E-mail ____________________________________________________

Conference Registration Costs
Early Bird (through 4/30) Standard (after 4/30)

  Adult $  69.00 $  79.00

  Married Couple $125.00 $145.00

Please consider a donation to support the mission of the National
Service Committee.    Thank you! $________________________

                         Conference costs $_______________________

TOTAL $________________________
We must have payment to process your registration.  No postdated checks.

MC__ Visa__  #______________________________ Exp. Date _______

Name on Card_____________________________________________

Signature__________________________________________________

Your signature is required in order to process your credit card.

Mail this form and check (payable to: National Service Committee)
or credit card info to:
2004 Conference
National Service Committee
PO Box 628,  Locust Grove, VA  22508

or you may fax your form (with credit card info) to: (540) 972-0627.

If you pay by credit card, please note your charge will be listed as:
“National Service Comm.”

Registration Form must be received in our office by Friday,
June 4, 2004.  After that, you may register on site.

www.nsc-chariscenter.org

First                                     Last

First                                     Last

HOUSING FORM
National Charismatic Conf.

Arrival Date ________________________
Departure Date______________________

Name______________________________

__________________________________

Address____________________________

City _______________________________

State___________ Zip________________

Day Phone_________________________

Evening Phone______________________

Email_________________________________

Room Type Desired:

Single____   Double____  (usually one bed)

Triple____ Quad____  (Double/Double)

Attach names of other persons in room.
___ Requiring disability special services
___ Non-smoking room request
___ Special requests_________________
_____________________________________

If more than one room is requested,
please enclose list with number of rooms
requested, types of rooms, and the
names of those to be in each room.

DEPOSIT INFORMATION
___Ck enclosed ___ Charge my credit cd

All reservation requests must be
accompanied by a deposit in the amount
of one night’s stay + 9.7%  tax.  Housing
Forms received without a valid deposit
will not be processed.  Checks should be
made payable to the hotel desired.
Faxed requests must include valid credit
card information and a copy of the front
and back of the credit card.

MC___    Visa___       Exp. Date_______

#________________________________

___________________________________

___________________________________

Name on Card

Signature required to process your credit card.

MAIL or FAX Housing Form to the hotel of your choice.


