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Tutorial Application Form

Name of Contact Person: ________________________________________________________    

Address: _____________________________________________________________________

     ___________________________________________________________________________

City: __________________  State: ______________  Country:_______________________

Zip/Postal Code: _____________________      Email: ________________________________

Phone: ______________________________     FAX: _________________________________

Title of Tutorial: _______________________________________________________________ 

     ___________________________________________________________________________

Name of Organization: _________________________________________________________

Speakers:  ____________________________________________________________________

     ___________________________________________________________________________

     ___________________________________________________________________________

Brief Description of Program:   __________________________________________________

     ___________________________________________________________________________

     ___________________________________________________________________________

     ___________________________________________________________________________

Target Audience: ______________________________________________________________

Conference Objectives: _________________________________________________________

     ___________________________________________________________________________

     ___________________________________________________________________________

Agenda:  ______________________________________________________________________

     ___________________________________________________________________________

     ___________________________________________________________________________

     ___________________________________________________________________________

     ___________________________________________________________________________

Budget:

   Location/Fee for Space:
______________________

   Speaker Fees:

______________________

   Transportation:    

______________________

   Meals:


______________________

   Handouts:


______________________

  Other: 



______________________

   Total: 



______________________

   Total should equal or exceed $500

Other Sources of Funding: 

(include estimated “value” of in-kind time provided by staff and speakers):

     ______________________________________________________________________________

     ______________________________________________________________________________
     ______________________________________________________________________________
     ______________________________________________________________________________






