
 
REGISTRATION FEE: $150.00 

 
Please print clearly. 

First Name:      Last Name:      

Title:      

Telephone:      Fax:      

Name of Organization:      

Address:      

City:  State:      Zip Code:      

Email Address:  
 

Please Select a Box That Best Describes Your Organizational Group: 
 Government Agency   
 Tribal Organization 
 Tribal Leader 

 Developer 
 Private Property Owner 
 Archaeologist 

 Law Firm 
 Contractor 
 Lobbyist 

 Other 
 
-_________________ 

Mail & Contact Information 
Make check payable to: 

Eppard Vision – APT Program 

PO Box 5914 

Bellingham, WA 98227-5914 

Phone: 360.920.8908 
 

STAFF USE: 

� Cash:_______________________________ 
� Check/M.O. #:_______________________ 
� Invoice #: _________________________ 
 

Alpha:_________ Numeric:____________ 

DB: _________ CM: ________    BG_____  

 
Payment Received: $ 

 
Date: 

 
Received by (initial):  

 


