
 

 

 Attendee Registration Form

 
Registrant 
 
Title:  _______ 
 
Name:  ________________________________________________________ 
 
Degree: _______________________________________________________ 
 
Address:  ______________________________________________________ 
 
City/State/Zip Code:  ________________________________________ 
 
Country:  _______________________________________________________ 
 
Office Phone:  ________________________________________________ 
 
Cell Phone:  ____________________________________________________ 
 
Email:  __________________________________________________________ 
 
Specialty: _______________________________________________________ 
 
 
 
Parallel Session  
 
First Choice (please select 1 session below):  Parallel Session #__________ 
 
 

Parallel 
Sessions Topic 

1 Inflammatory Bowel Disease 

2 Functional GI Disorders 

3 Viral Hepatitis and Cirrhosis:  Therapy Decision Making 

4 Upper GI Disorders 

  



 

 

 
Conference Registration Fee (US Dollars) 
 
______ Physicians ($195) 
 
______  Physician assistants, nurse practitioners, pharmacists, nurses ($95) 
 
______     Fellows, students ($0) 
 
______ Industry representatives/non-medical attendees ($295) 
 
______     Northern California Society for Clinical Gastroenterology member  ($0) 
 
 
*Conference registration fee includes access to all conference events including meals (Friday and 
Saturday lunch and Saturday breakfast) and Friday evening reception.  No guests allowed. 
 
**Cancellation fee:  If cancellation after September 12th, no refund.  If cancellation on/before 
September 12th, 50% refund. 
 
 
Payment Options:  Register Online at www.galamericas.org/sanfrancisco or by: 
 
 
_____ Check (Make payable to “Focus Medical Communications” and mail check and 2 page 

registration form to: Focus Medical Communications, Attn:  Lauren Dolbier, 7 Century Drive, 
Suite 104, Parsippany, NJ 07054) 

 
_____ Credit Card (Complete this form and fax both pages to 866-615-1527 or mail to:  Focus 

Medical Communications, Attn:  Lauren Dolbier, 7 Century Drive, Suite 104, Parsippany, NJ 
07054, USA) (Non-US credit card payment is subject to the currency conversion rate at the 
time of the charge). 

 
 ____ Visa  ____ Mastercard  ____ American Express 
 
  

Expiration Date:  ___________________________________________ 
 
 Card #:   _____________________________________________ 
 

Security Code:  _____________________________________________ 
 
 Name (printed): _____________________________________________ 
 
 Signature:  _____________________________________________ 
 
 

http://www.galamericas.org/

