
The Leadership Summit
Designing Learning Environments for the 21st Century
June 20–21, 2013 •  University of Central Florida  •  Orlando, Florida
Sponsored by AASCU, EDUCAUSE and the University of Central Florida

Registration Form

American Association 
of State Colleges and 
Universities

Delivering America’s Promise

Team Leader

Name ______________________________________________________________________________________________________________

Title _______________________________________________________________________________________________________________

Institution __________________________________________________________________________________________________________

Department _________________________________________________________________________________________________________

Address ____________________________________________________________________________________________________________

City _________________________________________________________________________   State____________  Zip ___________

Phone ________________________________  Fax ________________________________  Email ______________________________

Special Services

     Disability Requirement(s): _________________________________________________________________________________________

• Special Diet: ❐ low-fat vegetarian ❐ medical allergy _____________________________________________________________

Registration Fee:  $250 per person. 
Payment:  AASCU will invoice the team leader for all team members.
Attendance:  If a registered team member cannot participate, another individual from the campus may attend in their place.
Accommodations:  Participants are responsible for their own hotel accommodations.

Team Members

Name ______________________________________________________________________________________________________________

Title _______________________________________________________________________________________________________________

Institution __________________________________________________________________________________________________________

Department _________________________________________________________________________________________________________

Address ____________________________________________________________________________________________________________

City _________________________________________________________________________   State____________  Zip ___________

Phone ________________________________  Fax ________________________________  Cell ________________________________

Special Services

     Disability Requirement(s): _________________________________________________________________________________________

• Special Diet: ❐ low-fat vegetarian ❐ medical allergy _____________________________________________________________

Name ______________________________________________________________________________________________________________

Title _______________________________________________________________________________________________________________

Institution __________________________________________________________________________________________________________

Department _________________________________________________________________________________________________________

Address ____________________________________________________________________________________________________________

City _________________________________________________________________________   State____________  Zip ___________

Phone ________________________________  Fax ________________________________  Cell ________________________________

Special Services

     Disability Requirement(s): _________________________________________________________________________________________

• Special Diet: ❐ low-fat vegetarian ❐ medical allergy _____________________________________________________________

registration form continues *



Name ______________________________________________________________________________________________________________

Title _______________________________________________________________________________________________________________

Institution __________________________________________________________________________________________________________

Department _________________________________________________________________________________________________________

Address ____________________________________________________________________________________________________________

City _________________________________________________________________________   State____________  Zip ___________

Phone ________________________________  Fax ________________________________  Cell ________________________________

Special Services

     Disability Requirement(s): _________________________________________________________________________________________

• Special Diet: ❐ low-fat vegetarian ❐ medical allergy _____________________________________________________________

Name ______________________________________________________________________________________________________________

Title _______________________________________________________________________________________________________________

Institution __________________________________________________________________________________________________________

Department _________________________________________________________________________________________________________

Address ____________________________________________________________________________________________________________

City _________________________________________________________________________   State____________  Zip ___________

Phone ________________________________  Fax ________________________________  Cell ________________________________

Special Services

     Disability Requirement(s): _________________________________________________________________________________________

• Special Diet: ❐ low-fat vegetarian ❐ medical allergy _____________________________________________________________

Name ______________________________________________________________________________________________________________

Title _______________________________________________________________________________________________________________

Institution __________________________________________________________________________________________________________

Department _________________________________________________________________________________________________________

Address ____________________________________________________________________________________________________________

City _________________________________________________________________________   State____________  Zip ___________

Phone ________________________________  Fax ________________________________  Cell ________________________________

Special Services

     Disability Requirement(s): _________________________________________________________________________________________

• Special Diet: ❐ low-fat vegetarian ❐ medical allergy _____________________________________________________________

Save completed registration form on your desktop and submit as an attachment to:

Felicia Durham at durhamf@aascu.org

or fax to 202.296.5819

1307 New York Avenue, NW • Fifth Floor • Washington, DC 20005-4701

Number of Participants: ____________  Total for University Team ($250 per person) = $ ______________
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