
  LIFESPAN LEARNING INSTITUTE  
 
APPLICATION FOR CONTINUING EDUCATION UNITS 
 

 
 
First Name: __________________________________     Last Name:______________________________________ 
 
Middle Initial: ______ Degree: ____________________ 
 
License type: MD, PHD, MSW, MFCC, NURSE, Other ____________     License Number____________________ 
 
Street Address: ____________________________________________City__________________________________ 
 
State:_________     Zip:_____________ 
  
Phone: (______) _______________________ Ext. _______ 
 
E-mail:______________________________ @ ________________ 
 
 
 

CEU Fee:  $50    
 
Circle one:  Check   MasterCard Visa     American Express 
 
Credit Card Number: (Please double-check your #)   ______________________________________________ 
 
Expiration Date: _______/________ 
 
Signature: _____________________________________________    Today’s Date:  ______ /______ /______ 

 
 
 
 
Mail to:    The Lifespan Learning Institute 

  1023 Westholme Avenue 
 Los Angeles, CA  90024 

or 
 Fax:  (310) 475-3313 

E-Mail:  drsolomon@lifespanlearn.org 
 


