
ACP Phlebology Trainer Registration Form

PLEASE COMPLETE ALL SECTIONS

ACP Members may be listed in the training database for a fee of $500.

Website Listing Information 

Trainer Name:___________________________________________________________________________

Company Name:_________________________________________________________________________

Training Center Location

Street Address___________________________________________________________________________

City:___________________________________________State:____________ZIP Code:______________

Phone: (         ) ___________________Fax: (         ) _____________________________________________

Email:__________________________________________________________________________________

Website URL:  http://_____________________________________________________________________

description fields

Do you charge a fee for your training services?       Yes      No

In what year did you begin conducting phlebology training? _______________________________

In what year did you join the ACP? ______________________________________________________

_

Select the categories in which you offer phlebology training.

  Ambulatory Phlebectomy  				      Cutaneous Laser/IPL

  Deep Vein Thrombosis & Stenting  			     Diagnostic Ultrasound

  Endovenous Thermal Ablation  				      Lymphatic Diseases

  Saphenous Phlebectomy/Stripping  			     Ultrasound Guided Sclerotherapy  

  Venous Malformation					       Visual Sclerotherapy

  Other Technique(s)
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Please provide a Trainer Biography (up to 500 words): 

please attach separate sheet

Contact Information

Contact Name: __________________________________________________________________________

Street Address: _________________________________________________________________________

City:________________________________  State: ____________________  ZIP Code: _______________

Phone: (         ) ________________  Fax: (         ) ________________  Email:_________________________

Payment Information

ACP Members may be listed in the training database for a fee of $500.

  $500 Check payable to the American College of Phlebology (via mail)   

  MasterCard 	   VISA	    American Express (via fax or mail) 

Cardholder Name: _______________________________________________________________________

Street Billing Address: ___________________________________________________________________

City:________________________________  State: ____________________  ZIP Code: _______________

Card #: |__|__|__|__|__|__|__|__|__|__|__|__|__|__|__|__| Exp Date (MM/YY) |__|__| / |__|__|

Signature: __________________________________________________________ Date: ______________

FAX, MAIL, OR EMAIL REGISTRATION FORM AND PAYMENT TO:

American College of Phlebology

Attn: Megan Williams

101 Callan Street, Suite 210

San Leandro, CA 94577

p/ 866.643.8346

f/ 510.346.6808

advertising@acpmail.org

    FOR OFFICE USE ONLY

     ID: __________________________________

     NMD:___________/__________/_________
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