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REGISTRATION FORM - TG 2005

On-Line Registration is available at: 
 http://www.lorenzinifoundation.org/tg2005.html

Please use the Symposium On-line Registration Service or mail or fax this
form to the Giovanni Lorenzini Medical Foundation at (+1) 713.796.8853

Family (Last) Name

Given (First) Name

Company/Institution  

Address  

City   State/Province

Postal/Zip Code   Country  

Telephone    Fax  
(Please include Country Code and City/Area Code for phone and fax)

Email  

Symposium Fees (in US Dollars):

 Early Late
 Registration Registration Registration

by from April 9 to from July 1 No. of Total
April 8, 2005 June 30, 2005 and On-site Persons Fee:

Participant US $490 US $550 US $610    1    $ 

Post-Doc Fellow* US $300 US $400 US $500    1    $ 

Student/Nurse* US $150 US $180 US $210    1    $ 

 TOTAL DUE: $ 

*Post-Doctoral Fellow and Student/Nurse registration rates will be granted only
to those who document their position by including an official statement from
the head of their Department or Institution with the completed registration form.  
Nurses may provide a copy of their nursing license.

Please continue form on page 22

Only one participant, post-doctoral fellow or student/nurse per form
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Professional category (please check one):

 Practitioner (MD, DO, DDS)      Faculty/University
 Medical Student      Other Health Professional
 Industry      Press
 Fellow/Resident

Abstract Submission:       I am submitting an Abstract.   
 Number of Abstracts submitted

For Italian Participants Only:

Fiscal Code:  

IVA Number:  

Name and address corresponding to the IVA Number:  

Reception Reservation:       I will attend the Welcome Reception (July 14).

Special Needs:  I have the following special needs:

CME Credits:  The following information is required if you wish to receive 
CME credits: Degree(s):

Field of Specialization:  

Method of Payment:
Bank Check and/or International Money Order:

Check Number:  
 Bank: 

(Payable in US Dollars only to Giovanni Lorenzini Medical Foundation, TG 2005)

Credit Card:
Visa Mastercard American Express Discover

Card No. Expiration Date

Cardholder’s Name

Cardholder’s Signature    Date
Billing Address  
(If different from above)

Mail: TG 2005 Giovanni Lorenzini Medical Foundation 6535 Fannin, 
MS A-601, Room A754, Houston, TX 77030-2704 (USA)
Telefax: (+1) 713.796.8853




