2009

REGISTRATION FORM 

FOR

DENTAL MANAGEMENT COALITION 

ANNUAL CONFERENCE

June 1 – 2, 2009

Name______________________________________________________________________
Title/Position________________________________________________________________
Company___________________________________________________________________
Mailing address______________________________________________________________
___________________________________________________________________________
Phone (b) _______________________Phone (h) ___________________

Cell____________________________Fax________________________

Email______________________________________________________

 Please list special requests, names of additional guests, 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Registration fee: 1) All Inclusive Conference Fee (including 1 night hotel, meeting, meals              as indicated, plus membership) 


    ___$978
    2) Conference Only (including meeting and meals as indicated plus membership)                                  ___$799
Additional nights @$179 (list dates needed) ______________________________________
Total: $_________________________ (For credit card:  please add $55 bank processing fee)
Deadline:  April 10th.    All fees are NON REFUNDABLE

Price increases after April 10th.
Please make check payable to K L Travel Conference Account

c/o 322 Heathcote Road, Scarsdale, NY 10583

1.800.472.7410, ext 11

914.472.7431 fax

-or-

Credit card name:________________________________________________________ and #________________________________________Exp. Date ________

Security code_____________________

Signature cardholder________________________________________Date_______________

www.dmcnet.org
