IACLE DLP REGISTRATION FORM
IACLE

First Name: Last Name:

Institution / Company:

Postal Address:

Country:

Tel: Fax:

Email:

Please indicate which language version of the DLP you prefer:

English I:I Simplified Chinese I:I Bahasa I:I Spanish I:I

Please indicate which Modules of the IACLE Contact Lens Course you currently have access to:

Modules: 1107 20 30 41] 50 6 70 81 90 100

Copyright Acknowledgement:
The Distance Learning Program is protected by copyright. | accept that any unauthorised utilization,

copying, editing and/or selling of this program or any part thereof is strictly prohibited and any
infringement of copyright may result in legal action.

Signature: Date:

Please complete and return this form to your IACLE regional office. Thank you.



