
 
 
 
 
 
 
 
 
 

 
 

Registration Form 
 
Title: ______________________________ 
 
First Name: ____________________   Last Name:_______________________ 
 
Hospital/Medical Entity_____________________________________________ 
 
Specialty: _______________________________________________________ 
 
Address Line 1: __________________________________________________ 
 
Address Line 2: __________________________________________________ 
 
City: ______________________ State/Province: _______________________ 
   
Postal Code: _______________   Country: ____________________________ 
 
Email: __________________________________________________________ 
 
Telephone: ______________________ Fax: ___________________________ 
 
Preferred Language: ___________________     
 
Event Fee: *$ 300. US 
Event Date: Friday, August 7th & Saturday August 8th, 2009 
Registration  deadline: July 31, 2009    
 
Please submit the symposium and hotel registration forms to 
olintol@baptisthealth.net or fax to 786-596-3648. 
 
*A $300 registration fee includes all sessions, program materials, transfer to and from the 
conference facility, Marriott Dadeland Hotel and the end-of-conference cocktail party.  
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