
 1

 

REGISTRATIO
 FORM 

 
Boston Atrial Fibrillation Symposium 
Mechanisms and New Directions in Therapy 
15
th
  International Symposium 

Seaport Hotel and World Trade Center, Boston, MA 
 
 
Please print in block letters or type  
 
Name________________________________________________________________________ 
   First     Last    MI 
 
Institution or Company__________________________________________________________ 
 
*Mailing Address________________________________________________________________ 
 
City/State/Zip_________________________________________________________________ 
 
Country/Postal Code____________________________________________________________ 
 
Daytime Phone/Fax_____________________________________________________________ 
 
Email________________________________________________________________________ 
  PLEASE PRINT OR TYPE 
 
Academic Degree   [  ] MD    [  ] PhD    [  ] PA    [  ] RN    [  ] NP    [  ] Therapist    [  ] Other 
 
Specialty_____________________________________________________________________ 
 
[  ] $675 Physician 
[  ] $675 Industry 
[  ] $300 residents, fellows and hospital-based nurses (with a certifying letter from your hospital) 
 
 
  
 Payment           [  ] Check        Payable to:  Academy for Healthcare Education, Inc. 
                         P.O. Box 790, Nashua, NH 03064   
               
 
Credit Card  [  ] American Express [  ] VISA    [  ] Master Card        
 
Cardholder’s Name _____________________________________Card Number _______________________ 
 
Exp. Date _______________________Signature ________________________________________________ 
 
 

Register online at  www.afsymposium.com  
 

Please advise us at the earliest possible date if you have special health or physical requirements and desire 

special accommodations.  Requests will be kept confidential.  Please call: 603- 897-5510.  Fax: 603 578-9666 

 

* Your CME Certificate will be mailed to this address. 


