
HEALTH FACILITY PLANNING 
BOOKING FORM 

 

*NAME: 
 
  
*JOB TITLE: 
 
  
*COMPANY: 

*ADDRESS: 
  

 
*POSTCODE:                                                         *TELEPHONE: 

*BILLING ADDRESS: (If same as above please leave this blank) 
 

*EMAIL: 

IHEEM MEMBERSHIP NUMBER (IF APPLICABLE): 

*Starred fields are mandatory 

COURSE RATES: *Please note ALL PRICES BELOW EXCLUDE VAT 

 
Please tick 

 IHEEM Member £995+VAT  
  

IHEEM Non-Member £1,295+VAT  
  

RETURN THIS FORM TO: 
IHEEM, 2 ABINGDON HOUSE, CUMBERLAND BUSINESS CENTRE, 
PORTSMOUTH, HAMPSHIRE, PO5 1DS 

This course is delivered in partnership with: 

PAYMENT OPTIONS: 
Please tick 

Cheque (enclosed) 
  

Invoice required (if invoice details are different than above please  
enter below 

Billing Name:…………………………………………………………………….. 
 
Billing Address:…………………………………………………………………. 
 
……………………………………………………………………………………… 

  

Purchase order number (if required) 
 


