
National Association of Therapeutic Schools and Programs 

Family Therapy 
Training Institute 

October 17th, 2025
Washington, Utah 

Attendee First/Last Name: ___________________________________ Date:_______________ 

Organization: _________________________________________________________________ 

Job Title: _______________________________________________________________

Phone: _____________________________  Email: __________________________________

Additional Attendees: 

Name: _________________ Title: _________________ Email: ___________________________ 
Name: _________________ Title: _________________ Email: ___________________________

Name: _________________ Title: _________________ Email: ___________________________ 
Name: _________________ Title: _________________ Email: ___________________________ 
Name: _________________ Title: _________________ Email: ___________________________

 

NATSAP Member Rate 

Payment:    

 Check    Check Number ____________ If sending check, please mail to the address below.

 Credit Card Number _____________________________ Exp Date: __________CVC:____________

Name as it appears on Credit Card _______________________________________________________ 

Billing address (required)_______________________________________________________________

Signature ___________________________________________________________________________

NATSAP
16701 Melford Blvd, Suite 400

Bowie, MD 20715

Non-Member Rate

 $75 per attendee

 $100 per attendee

Registration Fees
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