EMPOWERING STROKE PREVENTION
HEALTH AMBASSADOR TRAINING COURSE REGISTRATION

Date(s):

Time:

L ocation (incl. address and phone):
Contact person for location:
Catering needed (if any):
Facilitators:

Registrant Name Organization & Phone Email Special dietary
Position (if applicable) | Number needs/pr efer ences?

SELEHR Q%

RESOURCE CENTRE
Stroke prevention project




