
                                                     
                                      Before Oct 23             After Oct 23
Physicians                                $75                              $100

Nurses/	 Radiology 
and Vascular Techs	  $35		      $40

Medical Students/
Residents/ Fellows                   NC	                      $20

Will you be attending 
dinner on October 30?                Yes                               No
	         
Additional dinner guests 	 #________ x $35 = _______

TOTAL ENCLOSED                $
*Course fees include conference materials, dinner, 
lunch, breaks, and continuing education credits.  
Credit card payment: 

                Visa                        MasterCard                  Discover

               Am. Exp.                Diner’s Club
                                          
 Card Number:

CVV code:

(The CVV code appears as three or four digit number printed on 
the reverse side of the card on the signature panel following the 
account number)

Expiration Date:

Cardholder Name:

Cardholder Full Billing Adress:
 

Authorization Signature:

If you have special needs – dietary, access, 
parking – please describe:

Fax or Mail this registration form to:

West Virginia University
c/o Office of Continuing Education
5302 Health Sciences South
P.O. Box 9080 - Heart
Morgantown, WV  26506-9080
Fax (304) 293-8652 or
call (304) 293-2367

West Virginia University does not discriminate on 
the grounds of race, color, national origin, sex, sexual 
orientation, age, veteran status, religion, or handi-
cap in the administration of any of its educational 
programs, activities, or with respect to admission 
and employment. Inquires may be directed to the 
Executive Officer for Social Justice, 105 Stewart Hall, 
Office of the President, (304) 293-5496.

Special RequirementsCourse Fees  Registration

Registration is requested by October 23, 2009. 
Please print or type. 
(You may photocopy this form for additional registrants). 

Name:
(as it should appear on your nametag and certificate)  

Degree (MD, PhD,RN,etc.)

Primary State of Licensure:

Professional License number:

Date of Birth :
(Optional)

Firm:

Mailing Address:

City:

State:________________ Zip:

County:

Office Telephone: (           )

Home Telephone: (             )

Fax Number: (              )

Email:

Specialty:___________________________________

Subspecialty:________________________________


