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Georgia Chapter of the American College of Cardiology
Annual Scientific Meeting, November 19-21, 2010

PPlleeaassee  cchheecckk  oonnee  ooff  tthhee  ffoolllloowwiinngg::  � � MMeemmbbeerr  � � NNoonn--MMeemmbbeerr  � � OOtthheerr  
Name ____________________________________________________ Degree____________________ 
Badge Name _________________________________________________________________________
(Please print your name as you would like it to appear on your certificate)

� Spouse    � Guest Name __________________________________ Degree ____________________
Children’s Names and Ages: _____________________________________________________________
_____________________________________________________________________________________
Office Address ________________________________________________________________________
City __________________________State ____________________ Zip __________________________
Phone ___________________ Fax _______________ Email____________________________________

If you indicated other, please provide the name of the physician you work for
_____________________________________________________________________________________

� Please check here if you are disabled and require special services. Attach a description of needs.

MMEEEETTIINNGG  FFEEEESS
Includes continental breakfasts, Friday Symposiums, Friday Reception/dinner, Saturday and Sunday
lectures, Saturday lunch and Saturday Banquet for registrant and spouse.

Please indicate how many will attend the following:
Friday Symposiums _______ Indicate how many (including registrant and spouse)
Friday Reception/Dinner _______ Indicate how many (including registrant and spouse)
Saturday Breakfast _______ Indicate how many (including registrant and spouse)
Saturday Lunch _______ Indicate how many (including registrant and spouse)

_______ Children (Fee is $25 per child)
Saturday Reception/Banquet _______ Indicate how many (including registrant and spouse)
Honoring Dr. John Douglas
(Adults only due to space limitations)
Sunday Breakfast _______ Indicate how many (including registrant and spouse)

Before 11/12/10 After 11/12/10
Member $300 $350 $_____________
Children $25 $25   $_____________
Non-Member $350 $400 $_____________
Other $350 $400 $_____________

TTOOTTAALL  EENNCCLLOOSSEEDD  $_______________

*Deadline to make hotel accommodations is November 1st or while they last!
� check enclosed � Visa � MC � Amex

Card Number:__________________________________________________  Exp date: _____________________________
Card Name: ___________________________________________________  Signature: ____________________________

Complete this form, enclose your check or credit card information and mail or fax to: 
Georgia Chapter/American College of Cardiology

4850 Golden Parkway, Suite B-418 � Buford, GA 30518 � Telephone: 770.271.0798 � Fax: 770.271.0634
Refunds will be issued for cancellations received before November 12th and 

will be subject to a $25.00 administrative processing fee.
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