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REGISTRATION FORM FOR 

DENTAL MANAGEMENT COALITION 

ANNUAL CONFERENCE

July 21 to 24, 2008

Club Med Sandpiper, Port St. Lucie, FL

Name_______________________________________________________

Position_____________________________________________________

Company___________________________________________________

Mailingaddress__________________________________________________________________________________________________________

Phone (b)_______________________Phone (h)___________________

Cell____________________________Fax________________________
Email______________________________________________________

Special requests, please list names of adult guests, children under 15 and their birthdates, extra nights needed etc..                _________________________________________________________________
_________________________________________________________________

__________________________________________________________________________________________________________________________________

Registration fee $_____________   Adult guests $________________

Children (15 years and under) $____________Extra nights $__________

Credit card handling fee $50.  Please add to total.

TOTAL:   $__________________

Name as it appears on credit card________________________________

Credit Card (M/C, Visa):__________________________________________

Credit Card Number:________________________________________

Expiration Date:_______________________ 

Signature:____________________________

or-

Please make check payable to K L Travel Conference Account

c/o 322 Heathcote Road, Scarsdale, NY 10583

www.dmcnet.org
