
Phase I Training Registration

CONTACT INFORMATION 

Please describe ___________________________________________________________________________ 

One T  event one of 

 INFORMATION

� � � �

Provider Name: ______________________________________________________________ 

Business Address: _________________________________________________________ 

City, State, Zip Code:  __________________________________________________________ 

Phone: _____________________________________________________________________ 

Fax: ________________________________________________________________________ 

Email: ______________________________________________________________________

License Type: _____________________________  License Number: ____________________ 

Languages Spoken: ___________________________________________________________ 

Will you need a disability-related reasonable accommodation/alternative format for this training? 

mailto:UGSP@mednet.ucla.edu
http://problemgambling.securespsites.com/ccpgwebsite/announcements.aspx
http://problemgambling.securespsites.com/ccpgwebsite/pdf/CalGETS-Provider-Supervisor-Enrollment.pdf
http://problemgambling.securespsites.com/ccpgwebsite/pdf/CalGETS-Provider-Supervisor-Enrollment.pdf

