
12th Annual Nebraska Brain Injury Conference Registration 
Form March 28-29, 2019 | Younes Conference Center, Kearney

1. Audience: Persons with Brain Injury, Family Members, Caregivers, Nurses, Social Workers,
Psychologists, Occupational Therapists, Physical Therapists, Mental Health Practitioners,
Speech Language Professionals, Educators and Vocational Rehabilitation Counselors and
other allied healthcare providers.

2. Register online: using a credit card at www.biane.org/events-programs/conference
- REGISTRATION. To register by mail (complete this form separately for each person
attending, unless all are at same address), make checks payable to Brain Injury Alliance
of Nebraska and mail with check to: BIA-NE, 2301 NW 50th Street, Lincoln, NE 68524.

Conference Registration
I am:   (Circle) Paying:  Early bird Fee           Regular Registration Fee

General/Professional               $200	before	2/15/19        
Individual w/ brain injury or family member  $  75	before	2/15/19

$225	after	2/16/19
$		95	after	2/16/19

** Registration fees include all sessions, lunch Thursday, 3/22/18 and all breaks

I will attend:
Thursday, March 28, 2019              Friday, March 29, 2019   (Fee is the same for 1 or 2 day attendance.) 

**This is important for food counts 

Need assistance to attend the conference?	See	scholarship	information	on	the	back	of	the	brochure.		You	
will	need	to	act	fast	to	receive	a	scholarship.	Contact	Cindy	at	cindy@biane.org	or	402-304-8103.	

10 Continuing Education Contact Hours	will	be	awarded	by	Iowa	Western	Community	College,	Iowa	Board	
of	Nursing	Provider	#6.	Professionals must attend full day to receive CEUs.

All persons must register	iusing	separate	forms	unless	at	the	same	address,	phone	number,	etc.	
Copy this page for each additional person being registered.

Name 

Profession	and/or	Organization	(if	applicable)	

Address 

City/State/Zip	

Phone     Email 

Dietary	and	other	special	accommodations	needed	(Please	describe): 
Payment must accompany registration. 

For organization direct bill contact Cindy Christ (see below)
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