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REGISTRATION FORM


CLINICAL TROPICAL MEDICINE AND TRAVELER’S HEALTH 


JUNE 14, - AUGUST 5, 2011

ROBERT C. BYRD HEALTH SCIENCES CENTER OF WEST VIRGINIA UNIVERSITY
Registration is required by April 1, 2011*. (Please print or type) 
Name: ______________________________________________________________________________________________________                                                                                                                                                                                                                               

(as it should appear on your nametag and certificate)                                         Degree (MD, PhD, etc.)

Firm:  ______________________________________________________________________________________________________                                                                                                                                                                                                   
Work Address: _______________________________________________________________________________________________                                                                                                                                                                                   
City:_____________________________________State:________________ Zip:________ Country: __________________________                                          
Home Address: ______________________________________________________________________________________________                                                                                                                                                                                    
City:_____________________________________ State:_______________ Zip:________ Country: __________________________                                           
SS#:____________________Fax Number:_______________Office phone:________________Home/Cell phone:_______________ 
E-mail Address:__________________________ Specialty:__________________________ Subspecialty:   ____________________                                   

Hospital Affiliation(s):________________________________________________________________________________________
I heard about this course from:__________________________________What Journal? ________________________________                                                                                                                                                    
Please indicate if you are registering for continuing education credit:      Yes          No  

Circle the module(s) you plan to attend: 1    2    3     4

Course Fees:


Physicians/Dentists (Non-missionary)

Missionary Physicians/Dentists1, Residency/Fellowship Programs2 







Other3
____ 4 modules
$5,750.00 


____ 4 modules   $4,750.00


____ 3 modules   $4,600.00


____ 3 modules   $4,000.00


____ 2 modules   $3,400.00


____ 2 modules   $2,800.00



____ 1 module    $1,850.00


____ 1 module    $1,650.00



1Physicians and dentists working overseas for charitable non-governmental organizations

2Residency/Fellowship Programs sending 2 or more physicians $3600.00 for all 4 modules
3Nurses, physician assistants, physicians from developing countries, etc. 
*Early registration discount (7%) if fee is received in full by March 1, 2011
Credit Card Payment:  Please charge my    _____Visa         _____MasterCard          _____Discover          _____AmerExp    

Card Number:____________________________________IVC Code: ___________Expiration Date:___________                   

Authorization Signature:_______________________________________                                                                          

Mail checks payable to:  West Virginia University. Mail registration form with payment to Nancy Sanders, Global Health Program, Robert C. Byrd Health Sciences Center of West Virginia University, P.O. Box 9164, Morgantown, WV  26506-9164 or FAX to (304) 293-2209.  E-mail address is nsanders@hsc.wvu.edu.

Special Requirements:  If you require access and parking for the handicapped, please describe:  _____________________________
___________________________________________________________________________________________________________                                                    

LODGING: 

Information regarding on-campus and off-campus accommodations is available upon request. 

