HUNGARIAN MEDICAL ASSOCIATION OF AMERICA
43rd Annual Scientific Meeting                            October 23 – October 28, 2011
REGISTRATION FORM

SECTION A     PARTICIPANT

Please register only one person per form. This form can be copied for additional registrants. PRINT OR TYPE.

Name (Family) Last ………………………………….             Title: ⁪ MD, ⁪ DO, ⁪ PhD, other………………        

First (Given) Name…………………………………...             HMAA ID number.................................................         

Professional Affiliation/Institution…………………………………………………    Specialty…………….……

Contact Address           Street address……………………………………………………………………………..

City…………………………..   State……… Country …………………  Zip or Postal Code …………………...

Telephone (        )………………….……..      E-mail……………………………………………………………..
SECTION B     REGISTRATION FEES 
All figures in US Dollars
Registration includes admission to the opening reception. Students free with valid ID.
Non-Members                                          


650      
$__________

Members                                              


450       
$__________
Dues must be paid in full


Retired Member Physicians                          

250     
$__________

Physicians residing in Hungary                    

300      
$__________
Discount $50 for HMAA-HU membership

Residents, Fellows, other Health Professionals
150    
$__________
(Must have letter from Program Director) 

One day Registration                                  
150    
$__________

You must register for the conference to receive CME and/or the discounted hotel room rate.

SECTION C    SOCIAL EVENTS
Sunday          Opening    Spouses                                           25x… person(s)     $_____

Wednesday
Banquet                             

75 x… person(s)    $_____       

TOTAL PAYMENT (SECTIONS B&C)                   


 $________
SECTION D     METHOD OF PAYMENTS

               Check or Money Order (payable to Hungarian Medical Association of America)

Cardholder’s name: ______________________                            ⁪Visa ⁪ American Express ⁪ Mastercard 
Credit card number: ___________ __________ ___________ ___________

Expiration date: _____  / _____

Account address:

Street: ________________________ City: _______________ Zip/Postal Code ______ State/Country _________

Cardholder's signature:____________________________________


SECTION E   MAILING INFORMATION   Please return this form with payment to 
hungarian medical association of america, registration   

P.O. Box  421   Amherst, NY USA 14226-0421   

Mailed registrations are not accepted after October 15, 2011. You will be required to register on-site.
CANCELLATION AND REFUND POLICY 

Please notify HMAA prior to meeting date to receive refund.  There is a 10% cancellation fee.
LOCATION:

The Helmsley Sandcastle Hotel

1540 Ben Franklin Drive, Lido Beach, Sarasota, FL 34236
Tel:(941)388-2181  Fax:(941)388-2655

Please book early. Identify yourself as an attendee of our meeting to get the special conference rate.

Discount valid for reservations made before September 23, 2011.
