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The 31st Annual 
The “Official” IronMan™ Sports Medicine Conference October 6-10, 2019 

� Physician (MD___ DO___ DPM___ DC___ PhD____ DDS___PhD____Other Physician____)     
� Allied Health Professional ( i.e.- non-Physician- RN, LPN, AT, PA ETC_ 
� OTHER_______________________________________________ 

Please check those items below that apply to you: 
� I will be participating as an athlete in the 2019 Hawaii IronMan Triathlon (Congratulations!). 
� I am a past attendee (please indicate what year _______). 
� I am a Kaiser Permanente or Group Health Physician. (Please indicate Medical Center or Group.) 

 
______________________________________________________________ 

� I am a Resident/Fellow (please provide documentation). 
Select type of registration: 

� Full Conference 
� 1 Day(s) Fee (Please list days – Mon, Tues, etc)  Only available after September 1, 2019 

_______________________________________________________________________ 
 
__________________________________________________________________________________________ 
Last Name      First Name 
 
__________________________________________________________________________ 
First name on Badge     Title (MD, DO, DPM,  RN, PHD ETC.) 
 
___________________________________________________________________________ 
Hospital or Company Affiliation       
 
___________________________________________________________________________   
Primary Mailing Address      
 
___________________________________________________________________________ 
City       State/Province  Zip/Postal Code             Country 
 
___________________________________________________________________________ 
Home Phone      Business Phone 
 
___________________________________________________________________________ 
Fax       Email Address 
 
T-SHRT SIZE______________(SM, M, L,XL, XXL)                                   RUNNING SHOE SIZE______________________(6,6,5,7,7.5 ETC.)  
DATE OF BIRTH_____________                                                               GENDER______________________     
 
-------------------------------------------Please fill out page 2 ------------------------------------------------- 
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Payment 
 
Enclosed is my check or Money Order for $_______________________ 
Make checks payable to CMX Travel, LLC. 
Mail your check and registration form to: 
 
CMXTravel, LLC  
90 Juniper Lane, Pembroke, MA 02359 
•  tel 781.829.9696  •  fax 781.735.0558  •  email cmxtravel@cmxtravel.com 

 

2019 REGISTRATION FEES 

 
    

Category Early Fees (by 
4/1/19) 

Regular Fees (by 
8/21/19) 

Late Fees (after 
8/21/19 ) 

Physicians (MD, PhD, DO, etc.) $895 $995 $1095 
Kaiser Permanente or Group Health 
Permanente Physicians (MD, DO, PhD) $795 $895 $945 

Allied Health Professionals (non-physicians) $845 $945 $1045 

Residents in Training* $695 $795 $845 
Daily Fees $300 $300 $300 
    
 
 *Residents in Training must provide proof of your residency status to qualify for this discounted fee. Please email 
confirmation to cmxtravel@cmxtravel.com or fax to 781-735-0558. 
** Daily Registration – Daily registration fees are $300 per day 
 
                                                                    
  
COURSE REFUND POLICY 

• All cancellations must be submitted in writing either via post, fax or e-mail. 

• Refund process can take 3-4 weeks. 

• A full refund, less a $100 fee applies for all cancellations received prior to August 21,2019. After this     

• date, all fees are nonrefundable. 

• Trip Cancellation Insurance is recommended and may be purchased at www.travelguard.com 

• The administrative and clinic fees are nonrefundable. 

• Changes to your registration are subject to a $25 change fee. 

• We regret that name changes/substitutions are not permitted. 

• Registration fees are non-transferable to future conferences 


