
REGISTRATION REQUEST 
Veterinary Family Practice Credential Course 

Module 1 – Available online
 

(Please print. One registrant only per sheet.  Duplicate for extra copies.) 

Last_____________________________First__________________________Mid. Init._____  

____DVM ____VMD ____Other (Please specify) ___________________________ 

Year Graduated _______ School/College_____________________________________________________ 

___Practice Owner/Partner  ___ Associate/Employee   ___ Other (please specify) _______________

Practice Name________________________________________________________________ 

Practice Address ______________________________________________________________ 

City ________________________________ State ____________ Zip ____________________ 

Practice Telephone    ___________ Fax _________________________  

E-mail _______________________________________________________________________ 

 

Module 1 – Online     $250    

   

 
 

 
 Method of Payment: 
 ___  Check – Made payable to:  UC REGENTS  

 ____ Credit Card 
  Check one:    ___Visa     ___MasterCard     ___American Express 

Card #:          

Name as it appears on card:       

Exp. Date:     

Signature:        

Please mail/fax form with your payment to: 

Center for Continuing Professional Education  
School of Veterinary Medicine  
One Shields Avenue,  
University of California, Davis,  
Davis, CA  95616-8736 
Toll-free (866) 426-5693 
FAX :  (530) 752-7563 
Email: center4cpe@ucdavis.edu
Visit our webpage, http://www.vetmed.ucdavis.edu/ce
(Faxes only accepted for credit card payments) 
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