
Please fill out this form completely and submit with payment.  This form may be faxed with credit
card information or mailed with check or money order to:  COR Communications,
2970 Carrillo Way, Carlsbad, CA 92009.  Telephone 760/603-1171 - Fax 760/603-1181

Registration fees:
   Physicians - 3 days $595                                  Physicians – 2 days  $475
  Technician/Nurse:   $250

❑ Mr.          ❑ PhD          ❑ Mrs          ❑ Ms          ❑ MD
.

Please print clearly, you name will appear on your badge as printed below   Please include email address for confirmation
LAST NAME                                                                                                                                             

FIRST NAME                                                                                                                                          

ADDRESS                                                                                                                                               

CITY                                                                                                                                                        

STATE                                                                                                                                                     

ZIP                                                                                                                                                           

PHONE                                                                                                                                                    

FAX                                                                                                                                                         

EMAIL                                                                                                                                                      

 Visa  Master Card  American Express

Credit Card Number :                                                                                                      

Name (as it appears on card)                                                                                         

Expiration date:                                   Total Fee                                                              

Signature: __________________________________________________
I authorize COR Communications to charge the total fee indicated on this form to my credit card.

PLEASE FAX THIS FORM TO:  760/603-1181


