
 

Professional Development Registration Form 

Name_____________________________________________________ Date____________________ 

Address_________________________________________ City_______________ State________ Zip_______ 

Home Phone_____________________ Cell Phone____________________ Other phone__________________ 

E-mail______________________________________________ 

School____________________________   Grade Level____________ District_________________________       

Physical limitations that require accommodation? _________________________________________________ 

Date and name of workshop you are registering for________________________________________________ 

Complete the online form, save with your last name as the name of the file, and send to: 
Marti Lathrop 

Marti.Lathrop@unt.edu 
 

Upon receipt of the registration form, you will receive a third-party email from Clover on behalf of the Elm 
Fork Education Center with an invoice link. You can pay the fee at your convenience. If you do not see the 

email, look in your spam folder. 
 

------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
 
Information required for field work: 
 
EMERGENCY CONTACT NAME______________________________________________________________________ 
 
HOME PHONE: (          )_______________________CELL  PHONE: (         )________________________ 
 
PRIMARY CARE PHYSICIAN: ___________________________________________________________ 
ADDRESS_____________________________________________________________________________ 
CITY___________________________________STATE____________ZIP_________________________ 
PHONE: (          )_____________________________ 
 
Please list the name of your health/accident insurance carrier (s) and appropriate policy certificate number (s): 
____________________________________________  ___________________________________ 
NAME OF CARRIER      POLICY NUMBER 
 
Do you have any chronic or acute medical problems?____________________________________________ 
Please explain: _____________________________________________________________________________ 
List any allergies to food, pollen, or medicine: ____________________________________________________ 
_________________________________________________________________________________________ 
List any medications being taken at present time: _________________________________________________ 
_________________________________________________________________________________________ 
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