PN EXHIBITOR REGISTRATION FORM

/ b 8TH -y =

f \ ~ Annual CVT Critical Care 2011

@ FACTS-Care Omni Shoreham Hotel, Washington, DC
— Sept 22-23

Important instruction
1. Please type or print clearly on this form.
2. Space is assigned upon receipt of this form.
3. Return completed form along with full payment to:
FACTS-Care, 2175 K Street, NW, Suite 300, Washington, DC, 20037 or fax to 202 775-1599

COMPANY INFORMATION EXHIBITOR SPACE Fee (US $%)
Company Name Size Level Cost
pany 8X 12 Gold $5,000
Add 8 X8 Silver $2,500
ress Tabletop Bronze $1,500

City, State/Zip or Postal Code/Country DEADLINE FOR EXHIBIT FEES

All Exhibit fees are due by July 1, 2011

Phone Fax

Web Site Address

Is this your first time at CVT Critical Care Conference? [ Yes [ No
If yes, please indicate how you found out about us:
Has your company previously exhibited under another name? [0 Yes [ No
If yes, please indicate previous name:

Exhibit Contact

EXHIBITOR SPACE INFORMATION

Name . Please refer to Exhibit Hall Service Kit available
soon by the tradeshow managing company

. Please contact FACTS-Care for further

Title information 202-775-9375
Phone Fax Total Amount Due:
E-Mail Address Payment method: O Check payable to FACTS-Care

O Visa O Master Card O American Express
Critical Care Product Manager

Card number Exp.
Name Date
Title

Cardholder Name
Phone Fax

Cardholder Signature

E-Mail Address

Signature authorizes FACTS-Care to charge the above

. . . account. Should the total due is incorrect, FACTS-
Decision Maker for Educational Programs/Sponsorship Care is authorized to charge the correct amount and

notify the cardholder.

Name . .
| am an authorized representative of the company
) named above with authority to sign and deliver the
Tile exhibit space registration form.
Phone Fax

Signature

Title Date



