
HEALTH FACILITY BRIEFING SYSTEM 

BOOKING FORM 

*NAME:

*JOB TITLE:

*COMPANY:

*ADDRESS:

*POSTCODE: *TELEPHONE:

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

*EMAIL:

IHEEM MEMBERSHIP NUMBER: 

*Starred fields are mandatory

  

  

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

This course is delivered in partnership with: 


