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2nd Regional practical Conference “Eurasian Trans Health”
Moscow, October 27-28, 2014
REGISTRATION FORM
* mandatory fields
	1. Personal data

	Surname
	

	Name*
	

	Country and city of residence*
	

	Field of work*

	 FORMCHECKBOX 
 Activist    FORMCHECKBOX 
 Healthcare manager, Government employee
 FORMCHECKBOX 
 Doctor (indicate your specialization and title):      

	Name of your organization or group
	

	Website of your organization  or group
	

	Your email address*
	

	Your mobile phone*
	

	Do you allow publishing your personal data, photos with you in open sources?
	 FORMCHECKBOX 
 Yes, without limitations
 FORMCHECKBOX 
 Yes, except:  FORMCHECKBOX 
 contacts  FORMCHECKBOX 
 photos  FORMCHECKBOX 
 (indicate): 

 FORMCHECKBOX 
 No

	Level of Russian
	 FORMCHECKBOX 
 Sufficient for the Conference      FORMCHECKBOX 
 None

	2. interests and motivation

	Which days of the Conference do you plan to attend?*
	 FORMCHECKBOX 
 Day 1 (psychiatry)   FORMCHECKBOX 
 Day 2 (endocrinology)

	If you would like to give a presentation of your work, please indicate when and of what kind
	

	What do you expect from the Conference? Why did you decide to participate?*
	

	What is your experience of work with transgender people?*
	

	How will participation in the Conference help you in your future work? Have you participated in previous Conference and how did it help you?*
	

	3. LOGISTICAL INFORMATION

	Do you need a visa to the Russian Federation?*
	 FORMCHECKBOX 
 Yes:                                                                                FORMCHECKBOX 
 No
Passport No.:      
Full name as in your passport:      
Sex as in your passport:      
Citizenship:      
Date of birth:      
Place of birth:      
Date of issue:      
Date of expiry:      

	Do you need financial assistance to pay for your trip to the Conference?*
	 FORMCHECKBOX 
 Yes, otherwise I won’t be able to come:                 FORMCHECKBOX 
 No
Passport No.:      
Full name as in your passport:      
Date of birth:      
Date of expiry of your passport:      

	Do you need hotel accommodation?*
	 FORMCHECKBOX 
 Yes, I will book and pay for it myself
 FORMCHECKBOX 
 Yes, book it for me – I will pay myself

 FORMCHECKBOX 
 Yes, but I won’t be able to pay for it
 FORMCHECKBOX 
 No, I have a place to stay

	Do have any requirements related to limitations of your health?
	 FORMCHECKBOX 
 Yes:                                                                               FORMCHECKBOX 
 No
Food (allergies etc.):      
Other:      


Please send completed form to transzdorov@gmail.com
Thank you!
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