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First Name ________________________________________________ Middle Initial ______ Last Name ____________________________________________

Preferred Badge Name (if different) ______________________________________________________________________________________________________

Company/Organization____________________________________________________________________________________________________________________

Business Address (street) ________________________________________________________________________________________________________________

City ________________________________________________________ State ____________ Zip __________________ Country____________________________

Business Phone ________________________________ Fax __________________________________ E-mail __________________________________________

Home Phone (in case of emergency) ____________________________________________________________________________________________________

Business Web Address ____________________________________________________________________________________________________________________

What commercial search/match software, if any, do you use? ________________________________________________________________________

method of payment:

q Enclosed is a check for $__________, payable to ICDD in u.S. dollars and drawn on a u.S. bank

q Please bill: Name ____________________________________________________________title ____________________________________________________

Phone ______________________________________ P.O. # ____________________________

q Charge: q Visa qMastercard q American Express

Cardholder’s Name ________________________________________________________________________________________________________________________

Credit Card # __________________________________________________________________________ CVV#___________Expiration Date ____________

Cardholder’s Signature ________________________________________________________________________________________________________________

Address (if different from above) ____________________________________________________

Please note any needs related to disabilities or special dietary requirements.
Special needs ________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

2012 RegistRation FoRm
ICDD X-ray Fluorescence Clinic

q Practical X-ray Fluorescence 30 April – 4 May 2012 CLXRF1-12 $1,830.00

q Yes, I would like more information on how to participate in the optional sample measurement exercise (no additional fee).
*Sample MuSt be submitted four (4) weeks prior to start of course.

ICDD X-ray Powder Diffraction Clinics

q Session 1—Fundamentals 4–8 June 2012 CLXRD1-12 $1,830.00

q Session 2—Advanced Methods 11–15 June 2012 CLXRD2-12 $1,830.00

q Sessions 1 & 2 CLXRD12-12 $3,300.00

ICDD Specialized Workshops

q Rietveld Refinement & Indexing 1 & 2 1–5 October 2012 WSRRI12-12 $1,830.00

q Session 1—Basic Workshop 1–3 October 2012 WSRRI1-12 $1100.00

q *Session 2—Advanced Workshop 4–5 October 2012 WSRRI2-12 $730.00

*Basic Workshop is a pre-requisite for Advanced Workshop

q Handheld XRF 16–18 October 2012 WSSPXRF-12 $899.00

3 easy Ways to RegisteR:

CanCellation PoliCy
ICDD must guarantee payment for meals and materials in advance. You will receive 50% refund of the paid registration

fee if your written cancellation is received at ICDD 20 business days prior to the start of class. With less notice, a 

colleague may take your place, or the course materials will be mailed to you, but no refund will be given.


