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 SEQ CHAPTER \h \r 1


	Training Information*

	Date: 
	January 24-27, 2012

	Location: 
	Chestnut Health Systems

Crossroads Training Facility

448 Wylie Drive

Normal, IL 61761

	Phone: 
	309-451-7700


	Registration Instructions 

	Return completed form to:
	Jennifer Gilliam
jgilliam@chestnut.org

	Address: 
	Chestnut Health Systems

Crossroads Training Facility

448 Wylie Drive

Normal, IL 61761

	Registration deadline:
	COB Monday, December 19, 2011

	Hotel reservations:
	Participants are responsible for making their own hotel reservations (unless you are a grantee covered by CSAT. If so, you must provide grant information). 
Please refer to the logistics sheets for hotel information.


	Cancellation Instructions

	Cancellation deadline:
	COB Friday,  January 13, 2011

	If cancellations are not made by the date indicated, charges will still apply. 
Grantees must also cancel by this date or the training slots will be considered used. Please contact GAIN Research Projects Manager Sarah Knecht (sknecht@chestnut.org) if there is an emergency situation that requires cancellation after this date or if you have any questions regarding this.


Please complete pages 2 through 4. 

	Registrant Information

	Name (include middle initial):
	    

	Title:
	     

	Agency/Firm:
	     

	Mailing address:
	     

	Phone:
	     

	Fax:
	     

	E-mail:
	     

	

	Method of Payment (choose one)
$3000 per person**(note: groups of 5 or more receive a 10% discount)

	Please indicate to whom the invoice should be sent:

	Name:
	     

	Address:
	     

	Phone/e-mail:
	     

	

	If applicable, please indicate from what person or agency Chestnut will receive a check (make check payable to Chestnut Health Systems).

	Person/Agency name:
	     

	Address:
	     

	Phone/e-mail:
	     

	Check number:
	     

	

	If applicable, include credit card information.

	Card type:
	     FORMCHECKBOX 
 MasterCard       FORMCHECKBOX 
 Visa

	Card holder name:
	     

	Card holder address:
	

	Card number:
	     

	Expiration date (mm/yyyy) & security code:
	     


	

	Project name:
	     

	Payment source:
	     

	Grant number:
	     

	Purchase order number: 
	     

	Are you affiliated with a SAMHSA/CSAT/Other grant? 

	 FORMCHECKBOX 
 Yes (if so, specify the information below)         FORMCHECKBOX 
 No

	Name of grant:
	     

	Grant number: 
	     

	Does your site have an existing GAIN license? 

	 FORMCHECKBOX 
 Yes (if so, specify the information below)          FORMCHECKBOX 
 No

	License number:
	     

	Has anyone from your site previously attended a GAIN training?

	 FORMCHECKBOX 
 Yes (if so, specify the information below)          FORMCHECKBOX 
 No

	1. Person’s name:
	     

	    Training date:
	     

	    Training location:
	     

	2. Person’s name:
	     

	    Training date:
	     

	    Training location:
	     

	3. Person’s name:
	     

	    Training date:
	     

	    Training location:
	     

	4. Person’s name:
	     

	    Training date:
	     

	    Training location:
	     


GAIN Training Registration Form








GAIN





Global Appraisal of Individual Needs











* Upon completion of the training, Chestnut Health Systems can issue up to:


25 Continuing Education (CE) units under the following programs:


LCPC, License # 197-000026 


LCSW, License #159-000433


25 Continuing Education (CE) contact hours from:


National Association for Alcohol and Drug Abuse Counselors (NAADAC) #60


** Includes training materials, thumb drive with copies of all materials, training tapes, lunch each day, review and written feedback to local trainer certification level, and provision of up to 4 hours of technical assistance by phone or e-mail to help address GAIN ABS support issues. Additional charges may apply for any quality assurance or technical assistance provided beyond 6 months after training.
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