Canadian Mental Association canadienne

Health Association pour la santé mentale
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Public Education Request Form

A. Contact Information

Organization

Contact Person

Mailing Address

City, Province and Postal Code

Phone

Email

B. Request Details

Session Location

Session Format

[] Presentation
1 Workshop
(] Information Booth

Proposed Date(s) and Time(s)

Topic

Language of Delivery

Audience and Expected Number
of Participants

Context (Please describe the
origin of the need for this request)

Other Details

For CMHA-CT Administrative Use Only

Approval [ Yes
1 No

Facilitator

Comments

Program Manager Signature




	Organ i zat i on: 
	Contact Person: 
	Ma i l i ng Address: 
	C i ty Prov i nce and Posta l Code: 
	Phone: 
	Ema: 
	Sess i on Locat i on: 
	Presentat: Off
	Workshop: Off
	Informat: Off
	Presentat i on Workshop Informat i on BoothProposed Dates and T i mes: 
	Presentat i on Workshop Informat i on BoothTop i c: 
	Presentat i on Workshop Informat i on BoothLanguage of De l i very: 
	Presentat i on Workshop Informat i on BoothAud i ence and Expected Number of Part i c i pants: 
	Presentat i on Workshop Informat i on BoothContext P l ease descr i be the or i g i n of the need for th i s request: 
	Presentat i on Workshop Informat i on BoothOther Deta i l s: 
	undefined: Off
	Yes NoFac i l i tator: 
	Yes NoComments: 
	Yes NoProgram Manager S i gnature: 


