
 

 
 

Head Strong Program Speaker Request Form 
 

 

 

DATE AND TIME OF PRESENTATION: 
 
____________________________________________________________________________ 
 
 
KEY/CONTACT PERSON: 
 
____________________________________________________________________________ 
 
 NAME OF GROUP/ ORGANIZATION: 
 
____________________________________________________________________________ 
 
ADDRESS: 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
PHONE:______________________________FAX:___________________________________ 
EMAIL:______________________________________________________________________ 
 
HONORARIUM AVAILABLE? YES (   )  NO (  ) AMOUNT______________________________ 
 
TYPE OF PRESENTATION REQUESTED:  
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
 
TARGET AUDIENCE: 
 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
# OF PEOPLE EXPECTED TO BE IN ATTENDANCE: 
 
____________________________________________________________________________ 
 
AGENCY BILLING/INVOICE# 
____________________________________________________________________________ 
 

FOR MDAO OFFICE USE ONLY: 

SPEAKER SELECTED - _______________________________________________________________ 
HONORARIUM PAID - YES (   )  NO (   )   MDAO REFERENCE #_______________________________ 

FAX#: 416-486-8127 / dennisc@mooddisorders.on.ca / donnettb@mooddisorders.on.ca 


