Diabetes Core Curriculum Workshop presented by: @ Pro Health Consulting
Exhibitor Form — April 23 — 26, 2012 at the Sheraton LaGuardia East Hotel, Flushing, NY

Instructions: This is a fill-in form. Complete the necessary fields, sign it, and mail it with your check to the address
below. You may fax this form if paying by MC/Visa. |F you handwrite this form, please PRINT CLEARLY.

| will participate on: ] Mon, 4/23 [ Tues, 4/24 ] Wed, 4/25 L] Thurs, 4/26
Level 1. Speaker opportunity during lunch session — $1,500 /day: $
(Call for availability — only 2 spots offered)

Level 2. | will contribute to a refreshment break: $
$600 per day for day(s)

Level 3. I would like an exhibitor’s table at the course: $
$400 per day for day(s)

Note: All participation levels include an exhibitor’s table, recognition of your company at opening and closing
remarks, and a list of course participants who choose to share their name with exhibitors.

Contact Information
Company Name:

Contact Person:

Contact’s Email:
Address:

City / State / Zip:
Phone/Fax:

* Person Exhibiting:
* Exhibitor's Email:

* Exhibitor’'s Phone:

* This information will be included on the Exhibitor Schedule provided in the Participants’ Manual

Signature Date
Payment Information
] Paying by credit card? Mail or fax this completed form [ ] Paying by check or money order?
MasterCard [ ] Visa [] [NOTE: MC/Visa only] Mail this form with your check in US
. funds drawn on a US bank, payable to:
Name (as it appears on Pro Health Consulting
the card) Mail
Card Number ail to:
— DCCW c/o Pro Health Consulting
Expiration Date PO Box 27
CVvVv2 # Mohnton, PA 19540-0027
* Billing Address EIN: 11-3583949
* Billing Zip Code

* Note — For billing address, enter the street number and zip code on file with the credit card company.

Questions? Phone (1): 631-754-3663 Phone (2): 631-240-6470  Fax: 631-262-9760

info@prohealthconsulting.org www.prohealthconsulting.org

Thank you for your support!

Dedicated to helping healthcare providers achieve excellence in patient self-management education


mailto:info@prohealthconsulting.org
http://www.prohealthconsulting.org/
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