The completed Registration Form can be:

§ Faxed: 850-922-2986

§ Mailed: 2292 Wednesday Street, Suite 1
Tallahassee, Florida 32308

T ort

§ Completed on-line beginning
April 15, 2011, at website:
www.guardianshiptraining.com

Contact Information:
Phone: 866-615-0284 ext. 107 (toll-free)
Email: helpis@guardianshiptraining.com

Presented By:

Florida
Developmental
Disabilities
Council

This publication was sponsored by the
United States Department of Health and
Human Services, Administration on
Developmental Disabilities, and the Florida
Developmental Disabilities Council, Inc.

Co-Sponsors:

Agency for Persons with Disabilities
State of Florida

Guardian Pooled Trust
Office of the Public Guardian, Inc.
Statewide Public Guardianship Office

Family Training Workshop

Registration Form

Please make copies of this form for each registrant in your family T Limited to 3 persons per family

Name: Address:
City: State: Zip:
Cell Phone: Other Phone: Email:

lama: [ Parent [ Other family member [ Person with a disability [ Other (non-family service provider)

| will require:

Check the location of the training workshop you will attend (all locations are ADA compliant):
(Registration deadline is June 22, 2011)*
(Registration deadline is July 27, 2011)*
(Registration deadline is October 12, 2011) *

July 9, 2011, Gainesville, Florida
August 13, 2011, Ft. Lauderdale, Florida
October 29, 2011, Tampa, Florida

*Each location has limited seating

Sign Language Interpreter Large Print Material Vegetarian Meal Course Materials in Spanish

Other (please describe):

Financial Assistance Guidelines

Individuals with disabilities and their families can attend this workshop at no cost. A limited amount of funds are available for travel
reimbursements for individuals and families who incur travel costs to attend one of these sessions. In order to qualify, participants
must reside in the state of Florida and have traveled at least fifty (50) miles or more.

NOTE: All assistance is based on availability of funding not to exceed $100.00 per family

| would like to request financial assistance for: Hotel
Meal Allowance

Mileage

I, my children, or family member receive services through one or more of the following:

Agency for Persons with Disabilities Medicaid ==~ o Food Stamps

/| KAt RNBY Qa aSRAOI f/ KAS NIANBQ/IBa 6a/ Say{uul fEarly Steps PragEm t NB I NI Y
Brain & Spinal Cord Injury Program Vocational Rehab Public Housing
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