
MONDAY - OCTOBER 17
3:20

Workshop A
1st Choice ______
2nd Choice ______
3rd Choice ______
4th Choice ______

4:45
Workshop B

1st Choice ______
2nd Choice ______
3rd Choice ______
4th Choice ______

CHOOSE YOUR FEE TUITION

m Early Registration (by August 31, 2011) - Physicians $1450 (USD)
m Early Registration (by August 31, 2011)

Residents/Fellows in Training & Allied Health Professionals $1250 (USD)
m Physicians $1550 (USD)
m Residents/Fellows in Training & Allied Health Professionals $1350 (USD)

Your tuition includes continental breakfast, lunchtime workshops, syllabus and a CD.

OCTOBER 17-21, 2011 CLASS # 311255
PLEASE PRINT CLEARLY ALL FIELDS REQUIRED 

Source Code: AWEB1003B C D E F G H I J X Z Z Z

WORKSHOP REGISTRATION

PRIMARY CARE INTERNAL MEDICINE

3:20
Workshop C

1st Choice ______
2nd Choice ______
3rd Choice ______
4th Choice ______

4:45
Workshop D

1st Choice ______
2nd Choice ______
3rd Choice ______
4th Choice ______

TUESDAY - OCTOBER 18

Workshops are assigned on a first-come, first-serve basis.  See program for specific workshop titles.

For each workshop below, please indicate your first choices by inserting the appropriate workshop number
(A1, A2, etc) in the spaces provided.  Please do not sign up more than twice for the same workshop.

We will be able to assign you to at least one of the sessions.

4:00
Workshop E

1st Choice ______
2nd Choice ______
3rd Choice ______
4th Choice ______

WED, OCT 19

1st Choice ______ 2nd Choice ______ 3rd Choice ______ 4th Choice ______
THURSDAY - OCTOBER 20 3:45 - Workshop F

:Online registrants - add the first three characters of  the source code 
found here

Full Name___________________________________________________________________________________________________
First Middle Initial Last

Mailing Address __________________________________________________________________________________
Street City State Zip Code

Daytime Phone ( __________ ) _______________________________________ Fax Number (__________ )_____________
  Please note: Your email address is used for critical information about the course including; registration confirmation, evaluation
and certificate. Please be sure to include an email address you check daily or frequently.

E-Mail Address_____________________________________________________________________________________________
q Please check if you wish to be excluded from receiving e-mail notices of future Harvard Medical School — Department

of Continuing Education programs

  Profession________________________________________________ Degree ____________________________

Primary Specialty (Physicians only) ________________________________ Board Certified: Yes q No q

Professional School Attended (Physicians only)

q Harvard Medical School q U.S. Medical School q International    Year of Graduation ____________________________




