The Wills Eye Institute 64th Annual Conference

February 23-25, 2012

Registration Form

(Please Print or Type Information)

Name for registration badge: ______________________________________

Address: ______________________________________________________


   ______________________________________________________

Telephone:_____________________
Fax: _____________________


E-mail: _______________________________

PREREGISTRATION DEADLINE: February 15, 2012

An additional $50 per participant will be charged for on-site registration

o
Wills Eye  Hospital active staff member

Included in staff dues

o
Wills Eye Hospital Society Member



$340.00

o
Non-affiliated practicing physician




$450.00

o
Resident  or Fellow in training 




$100.00

o
Retired Physician






$100.00

o
Allied Health Personnel Program




$175.00

o
Front Desk Program
 





$100.00

o
Optical Coherence Tomography Workshop  (Saturday)

$100.00

o
Additional luncheon tickets





$  35.00

(Lunch is included for Friday registrants)


Please use a separate form for each registrant. 

Make checks payable to: Wills Eye Annual Conference

Circle Credit Card Used:    Visa       MC             AmEx
Discover

Name on the card (please print) __________________________________________

Account Number ______________________________ Exp Date ________________

Signature __________________________________________________

Credit Card Payments may be faxed to 856-858-6797 (secure fax)

Or mail payment to Wills Eye Alumni Conference



          1304 Society Drive



          Claymont DE 19703

