
 

STOP PLAYING RESTORATIVE ROULETTE 

HOW TO DEVELOP & IMPLEMENT A FACILITY PROGRAM 
 

DATE/LOCATION – 10/21/10 

THE SUMMIT CONFERENCE EVENT CENTER 6
TH

 AVENUE & HIGHWAY 225 AURORA,  CO 

 

GET ARMED TO IMPROVE AND REFINE YOUR RESTORATIVE NURSING PROGRAM!  YOU 

WILL RECEIVE THE INSTRUCTION “TAKE HOME” TOOLS AND RESOURCES TO 

REJUVENATE YOUR RESTORATIVE NURSING PROGRAM. 
 

REGISTRATION INFORMATION  

 

Registration:  7:30AM  Program Hours:  8:30AM to 3:00PM. Lunch will be provided (11:30 AM– 12:15PM).  

 

Enrollment Fee:  $129.00  first registrant;  $99 for each additional registrant. Payment must be received with 

registration to assure class admission. Secure your registration early as class fills up quickly. 

 

Refund Policy:  90% refund will be granted when notified one week before the workshop. No refund will be 

granted after that time. CTS has a right to cancel this offering. If this should occur a full refund will be given. 

 

 
 

Mail Registration & Payment to:  CTS, Inc.  2714 West 119
th

 Avenue,  Westminster, CO  80234 
 

REGISTRATION – PLEASE PRINT 

 

Facility                                                           Phone                                Fax 

________________________________________________________________________ 

 

Address 

________________________________________________________________________ 

                    Street    City                    State                  Zip Code 

Participant Name 

_______________________________________________________________________ 

         Last                                   First               Title 

_______________________________________________________________________ 

                Last                                   First                               Title 

_______________________________________________________________________ 

                Last                                   First                               Title 

_______________________________________________________________________ 

                Last                                   First                               Title 

Payment method:  Check__  Cr. Card: Visa__ Master__  #________________________ 

Expiration date on credit card____/____ 

 

Signature (also print) as appears on 

card___________________________________________________________ 

 

 

CALL CTS, INC.  AT 303 426 9712      FAX  303 404 9629 

www.restorativenursing.com 
 

http://www.restorativenursing.com/

