
  

 

 

 

IN-PERSON COURSE 

LINKED - Breathing & Postural Control, Part 1 
Mary Massery, PT, DPT, DSc 

August 16, 2024 
(7:30 a.m. Check-in | 7:45 a.m. – 5:00 p.m. Course | Lunch on your own) 

10 River Park Plaza, St. Paul, MN 55107 
 

FEE: $249. Please submit registration and payment by August 9, 2024; no refunds will be made after that date. Prior 

to 8/9/2024, cancellations will be refunded minus a $75 administration fee. For more information, visit Capernaum’s 

website, www.capernaumpeds.com, or contact Bonna Olson, 952-285-2840 or email BonnaO@capernaumpeds.com.  

Enrollment is limited. Sign up as soon as possible! 
 

COURSE REGISTRATION 
 

Name:  __________________________________________________________________________________________________________________ 

Address: _________________________________________________________________________________________________________________ 

City: ______________________________________________________   State: _______________   Zip Code: ___________________________ 

Home Phone: _________________________________________________  Work Phone: ___________________________________________ 

Cell Phone: ______________________________________________________________________________________________________________ 

                     (Needed in the event of an emergency scheduling change.) 

Email: ____________________________________________________________________________________________________________________ 

Discipline: ________________________________________________   Specialty: ___________________________________________________ 

How did you learn of this course? _______________________________________________________________________________________ 

☐  I have read your refund policy above and understand. 
 

       

BILLING  

  My check is enclosed. (Make check payable to Capernaum Pediatric Therapy, Inc.) 

  Please charge my credit card. (Please print the cardholder’s name and billing address/zip code if different from above.)  

______________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Amount charged: ______________________________________________________________________________________________________ 

I hereby authorize you to charge my:   ☐ VISA      ☐ MC     ☐ DISCOVER  # _________________________________________ 

Expiration Date: ______________________________________________________     CVV: _________________________________________ 

Print Name on Card: ___________________________________________________________________________________________________ 

Signature (required): __________________________________________________________________________________________ 

Please mail registration and payment to:  

Capernaum Pediatric Therapy, Inc., 6625 Lyndale Ave S, Suite 430, Richfield, MN 55423-2373 

 

NOTE: Please bring a towel for labs. 
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