
PPaayymmeenntt MMeetthhoodd
CChheecckk eenncclloosseedd.. Please make checks in U.S. dollars payable to PERI, Inc. 
We regret we cannot accept personal checks.

CChheecckk RReeqquueesstt EEnncclloosseedd.. (Note: PERI requires payment at least three weeks prior to the
start of the program.) 

BBiillll MMyy CCrreeddiitt CCaarrdd:: Indicate Type: Visa         MC         Amex

Card Number  _______________________________________________________________

Exp. Date  ______________________  CSC Number on Card ________________________

Name of Cardholder  __________________________________________________________
AS IT APPEARS ON CARD

Address of Cardholder  ________________________________________________________

Cardholder Signature  _________________________________________________________

$ ___________Total Amount Charged or Enclosed

PPEERRII,, IInncc..  ••  770033..227766..00117788  ••  wweebbssiittee:: wwwwww..ppeerrii..oorrgg  ••  eemmaaiill:: iinnffoo@@ppeerrii..oorrgg  

RReeggiissttrraattiioonn FFoorrmm

PPaarrttiicciippaanntt PPrrooffiillee
This section must be completed for your registration to be processed. It is strictly confidential and it is used by the faculty to help fine tune their presentations to fit the needs of
the audience. Attach an additional sheet if necessary.

1. How long have you been in your current position?

2. Identify below three specific learning objectives you want to accomplish:

3. How will you apply the information gained from this course to your job?

PPEERRII TTAAXX IIDD ##5544--11776611996611

PPEERRII’’ss CCeerrttiiffiiccaattee PPrrooggrraammss (Visit our website for more information)  Please sign me up in the following professional areas:

Basic Research Clinical Sciences Project Management Quality Assurance Compliance

NNAAMMEE OOFF PPRROOGGRRAAMM  _________________________________ DDAATTEESS OOFF PPRROOGGRRAAMM  _______________ CCOOUURRSSEE//WWOORRKKSSHHOOPP##  ___________

Dr./Mr./Ms  .__________________________________________ Degree(s)  __________________________  
F i rs t  Name MI Last  Name

Job Ti t le  _________________________________  Department  ______________________________  

Therapeut ic  Area o f  Work  _____________________________  

Company  _________________________________________________________________________  

Address ________________________________________________________________________  

C i ty   ______________________  Sta te   _______ Country   _________ Zip/Posta l  Code  _____________  

Emai l       _________________________________   Te lephone  __________________ _ Fax  ____________________

How may we contact you in order to provide 
information on future PERI Courses? Please check
all that apply.

____MAIL     ___EMAIL

HHooww ddiidd yyoouu hheeaarr aabboouutt uuss?? Catalog         Brochure          Email          Postcard          Colleague          Website          Radio

PPEERRII CCoonnttaacctt IInnffoorrmmaattiioonn
PERI, Inc.
1616 North Fort Myer Drive
Suite 1430
Arlington, VA 22209

FFAAXX:: 770033..227766..11552244

VOICE: 703.276.0178

You can also register for courses on our website at
www.peri.org.
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