TITLE OF EVENT: __________________________________

DATE OF EVENT: ____________________
University of Rochester Medical Center

Rochester, NY
EXHIBITOR REGISTRATION FORM
COMPANY NAME:
                                           








 



(List company name as you would like it to appear on program publicity.)
LOCAL CONTACT:













BILLING ADDRESS:














TELEPHONE:





         
FAX: 








EMAIL:















Representative(s) to receive complimentary registration:  
__________________________________




Name(s) of additional representatives at $75 each:             
__________________________________




Lunch


Please include number of reps attending lunch:



We plan to have one 6' table, draped, available for each exhibitor. If an electric outlet is needed, please indicate below: 

(Electricity will be provided only to those that request it.)


        Yes                  No

FEE:
$ 
     
Please make the check payable to:  




University of Rochester - Continuing Professional Education

Please complete this form and return it as soon as possible.  Our fax number is (585) 275-3721.  

The University of Rochester Tax ID # is 160743209.

SEND


University of Rochester School of Medicine & Dentistry

CHECK TO:

Continuing Professional Education




601 Elmwood Ave., Box 677




Rochester, NY 14642

Representative Signature:


(Your signature guarantees your organization’s commitment to 

supporting this activity at the above sponsorship amount.)

Please staple current business card in this area.











Thank You

