
PARA TU SALUD MUJER LATINA 

MARCH 29TH, 2008 

Clarion Riverside Hotel 

Registration Form 

Agency Name:  ___________________________________________________________ 

Check One: For-Profit Agency ___________ Non-Profit Agency ___________ 

Name of  Program:  ________________________________________________________ 

Name and Title of  Contact Person:  ___________________________________________ 

________________________________________________________________________ 

Address:  ________________________________________________________________ 

__________________________________________________Zip__________________ 

Phone:  _______________________     Fax:  ___________________________________ 

Email:  _________________________________________________________________ 

# of  persons attending:  _______________  

Name of  Spanish-speaking representative:  ______________________________________ 

Payment method for $35 reservation fee:  Check ______ Credit card ______ 

* checks payable to ACHC please * 

Credit card # _________________________________ Exp Date _______ 

 

Please mail this to ACHC by March 17th, or fax to (585) 244-1197. 

AIDS Community Health Center 
Attention: Michelle Karch  

87 North Clinton Ave. 
4th Floor 

Rochester, NY 14604 

 

Thank you for your participation!    


