
 
 

4747 N. First St., Suite 140, Fresno, CA 93726 
Phone: (800) 544-6283 | Fax: (559) 227-1463 | Email: manager@assocmedpsych.org  

 

EDUCATIONAL INSTITUTION AGREEMENT 
For program recruitment at the Association of Medicine and Psychiatry (AMP)  

2019 Annual Meeting in Atlanta, Georgia.  
 

Thursday, October 17 (8am) – Saturday, October 19, 2019 (5pm) 
 

The Emory Conference Center Hotel  
1615 Clifton Road NE Atlanta, Georgia 30329 

 

Your registration must be received by Monday, September 30, 2019. 
 

Name of Institution:  

Main Contact (Full Name):  

Email:  Phone:  

Name of representatives who will represent your institution – 2 reps included 

Rep 1:  Credential(s):  Email:  

Rep 2:  Credential(s):  Email:  
 

☐ I understand the registration fee of $2,500 is non-refundable.  
 

Signature:  Date:  
 

Please return by Monday, September 30, 2019, together, with your check for $2,500 made payable to AMP or 
complete the credit card information below.  
 

*Registration entitles each institution to a maximum of two (2) representatives present at the 2019 
Annual Meeting, including a 6ft table, two chairs, food in the break area at the conference and a ½ 
page black and white advertisement in the meeting program. 
 

PAYMENT OPTIONS: 

☐ Pay by Check #:  

Please make check payable to AMP and mail to 4747 N. First St., Suite 140, Fresno, CA 93726. 
 

OR 
 

☐ Pay by Credit Card #:  Security Code:  

Exp. Date:  Billing Full Name:  

Billing Address:  

City:  State:  Zip:  
 

OR 
 

Visit the following link to pay via credit card online: 
https://assocmedpsych.org/civicrm/contribute/transact?reset=1&id=23 

https://assocmedpsych.org/civicrm/contribute/transact?reset=1&id=23
https://assocmedpsych.org/civicrm/contribute/transact?reset=1&id=23
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