
CHILDREN and ADOLESCENTS with HIGH-FUNCTIONING AUTISM and ASPERGERS SYNDROME  
NEWCASTLE - MAY  11th – 13th 2009 

REGISTRATION FORM and TAX INVOICE     ABN 53 188 579 090 

 
Registration opens:   Monday 16th March 2009                           Registration closes:  Friday 1st May 2009 
 
ALL ATTENDEES TO COMPLETE 

Title (Dr/ Mr/ Mrs/ Ms) First name: Surname: 

Street Address  

Suburb  State:  Postcode: 

Contact 
Phone No. 

 Fax No: Mobile: 

Email:  

FOR PROFESSIONALS ONLY TO COMPLETE  

Organisation 
Name: 

 

Organisation 
Address: 

 

Position Held   

Organisation 
Phone No. 

 Work Email: 

 
Venue:  Newcastle     Date: 11-13 May 2009                 Registration Opens: 8:30AM daily   

 

Days of Seminar Attendance Tick Days of Workshop Attendance Tick 

Monday $66 for Carers/Parents        

Tuesday 
$130 for 

Health/Education 
Professionals 

 
 

 
Monday  (4.00pm – 6.00pm) 
 
Sensory Processing Workshop 
 (Limited number of places – tick box if interested)  

 
 
 

Wednesday 
$130 for 

Health/Education 
Professionals 

 

Total  $ 

Tuesday (3.30pm – 5.00pm) 
 
Visual Strategies and Communication Workshop 
(Limited number of places – tick box if interested) 

 
 

 
Cost:  
Monday only for Parents and Carers (11th May 2009) - 
$66.00 (GST included) 
Tuesday and Wednesday for Health/Education 
Professionals (12th & 13th May 2009) - $130.00 per day 
(GST included)  
Cost includes: arrival refreshments, morning tea,lunch, 

handouts, the Clinician Journal on Autism 
 
Please make cheque payable to:  
“Department of Psychological Medicine” 
 
Please send the completed registration form with 
payment to: 
Anne Duffy 
Department of Psychological Medicine 
The Children’s Hospital at Westmead 
Locked Bag 4001 
WESTMEAD NSW 2145 
 
Telephone: 9845 2005  Fax: 9845 2009 

Payment options:      
Mastercard                  Visa                                    
 Cheque                      Employer Paying           
       
If employer paying please ensure you fill in your organisation 
and organisation phone no. on this form. 
                               
                                          
Cardholder’s Name (as appears on card): 

______________________________________________ 

Card number:     _______________________________ 

Expiry date:       _________ 

Cancellation Policy: In the event you are unable to attend, a replacement delegate may be sent in your place.  If you wish to cancel your registration we will refund 
your registration fee, provided cancellation is received in writing by email, fax or letter at least 10 working days prior to the conference.  Cancellations requested 
less than 10 working days prior to the conference registration fee cannot be refunded. 

 


