Registration Form 2005-1685, Aug 11-13, 2005

Integrated Cardiovascular Imaging Conference San Francisco, CA
Membership Number (if applicable) Last Name (Please print clearly)

O MD O DO O PhD O RN O Other (specify)

First Name Middle Initial

Address

City State Zip

( ) /

Office telephone Fax E-mail

What is your primary medical specialty? (Check ONE)

O Adult Cardiology O Pediatric Cardiology O CV Surgery
O Internal Medicine O Pharmacology O Radiology
O Family/General O Other (specify)
Please register me for:
Atlvance onslte

Reglstration Reglstration Reglstration

Category §/23-7/28 7/29 -8/11

Member 51,030 51.200

[nternational Associate S1, 100 51,250

Mon Member 51,200 51,330

Feduced (FIT, Emeritus, Fesi FhdS FTO5

CCA (PA, RN, NI CNS) S645 795

Tech/Sonographer 045 5795

CCT (Mon member PA, RN, 5695 SH45

* Conferees receive complete copies of CMRSAP and ECHOSAP4

International registrants are urged to FAX applications to ACC.

Special Dietary Requirements: (Advance notification required.)

O  Fruit O Kosher O Vegetarian

Payment must accompany application.

O Check payable to American College of Cardiology Foundation in U.S. dollars drawn on a U.S. bank.
O MasterCard O VISA O American Express O Discover

Cardholder’s Name

Card Number Expiration Date

O If you need disability accommodations, please check here and advise us of your needs at least two weeks before the program.
Please use ONE of these methods to register: (Do not mail if previously faxed or telephoned)

>4 Mail application and payment to: American College of Cardiology Foundation, Attn: Resource Center, P.O. Box 79231,
Baltimore, MD 21279-0231

2 Telephone: 800-253-4636, ext. 694 (Outside the United States and Canada, 301-897-5400, ext. 694)
FAX applications: 301-897-9745 — Attn: Resource Center

Fairmont San Francisco Atop Nob Hill 1-800-441-1414 or 415-772-5000 to register
San Francisco, CA 94108 $209 + 14% state tax per night for single or double occupancy H05128-W



