
 SEQ CHAPTER \h \r 1WRNAMME SPRING CONFERENCE REGISTRATION FORM
San Francisco, CA

March 10-12, 2005

Please type or print
Name: __________________________________________Degree:____________Title:_______________________


First

Middle Initial

Last

School/Institution: _______________________________________Department:_____________________________

Address:______________________________________________________________________________________


Street & Number



City


State


Zip Code

Day Phone: (____) _________________Other Phone: (_____) _________________Fax: ____)_________________

Email: ____________________________________________Website:____________________________________

CONFERENCE REGISTRATION FEES (Includes Thursday registration, Friday breakfast, lunch & dinner and Saturday breakfast and lunch)
· Advance Conference Registration (Members)


$125.00

$__________

· Advance Conference Registration (Non Members)


$140.00

$__________

· Late/On Site Conference Registration (Postmarked after March 1, 2005)
$150.00

$__________

· Saturday or Friday only (Circle One)



$ 75.00

$__________

Recruitment Table (Includes table, chair, and sign)
· Additional guest for Award Dinner $35.00 per person


$ 35.00

$__________

· Special dietary requests_____________________________________

· I/We will/will not attend the S.F. Tour:  Number of people____________
 $20.00

$__________

TOTAL FUNDS SUBMITTED:

· Membership dues must be paid in full to receive the membership rate. Please pay dues separately.

· Cancellations must be received in writing by March 1, 2005. A $50 processing fee is assessed on all funds.  Refunds are issued after the conference has concluded.  Cancellations received after March 1, 2005 are not eligible for refunds or credits                     

· This program is subject to cancellation.  In the unlikely event of cancellation, WRNAMME is not responsible for any airfare, or hotels or other cost that you may incur.

PAYMENT INFORMATION:
Make checks payable to Western Region National Association of Medical Minority Educators, Inc.,

or WRNAMME (Taxpayer ID # 52-139-1793).  Mail registration form and check to:





Ms. Denise Robinson, HCOP Coordinator &





WRNAMME Budget and Finance Chair





UCSF School of Dentistry-Box 0430






513 Parnassus Avenue, Room S-630





San Francisco, CA 94143-0430





(415) 476-3151

REGISTRATION DEADLINE: POSTMARKED BY MARCH 1, 2005
For program information, contact Charles J. Alexander, Ph.D., Regional Director at (415) 476-1323 or alexanderc@dentistry.ucsf.edu


For office use only:  Amount Received: ____________ Date: __________ Confirmation Sent: _____________








