
 

 
Registration Form 

OR REGISTER ONLINE at www.fallcongress.spuonline.org 

CANCELLATIONS 
All requests for cancellations must be in writing and received at the Pediatric Urology Fall Congress Administrative Offices on or before August 9, 2018. The registration fee, 
less a $100 processing fee, will be refunded after the meeting. No refunds are available for partial attendance. No refunds will be issued for cancellations received after 
August 9, 2018. 
 

 

REGISTRATION FEES 
EARLY BIRD 

Thru  
August 1, 2018 

REGULAR 
Beginning  

August 2, 2018 
Amount 

Practicing Urologist 
$495 $545  

Non-Urologist Physician $595 $645  

Allied Health Professional $295 $345  

Presenting Resident & Fellows $100 $150  

Non-presenting Resident & Fellows $175 $225  

Spouse/Guest $100 $150 
 

 

   
Total Enclosed: 

 

SFU MEETING REGISTRATION FEES 
EARLY BIRD 

Thru  
August 1, 2018 

REGULAR 
Beginning  

August 2, 2018 
Amount 

SFU Member or Resident/Fellow/Medical Student 
*Please Register Early so we can plan accordingly 

Free Free  

Non-member $100 $120  

 

 
□  □    □ □   
    
 
 
Name (As it appears on Card) ____________________________________________________________Security Code:  ___________________ 
        (See card images Above) Where is your Card Security Code? Your  credit card’s security code  
        is a 3- or 4- digit number located on the front or back of your credit card. 

CREDIT CARD NUMBER: _________________________________________________________________ EXPIRATION DATE: ____ /_____ 

BILLING ADDRESS__________________________________________________________________________________________________ 

(If not the same as address listed above) 

SIGNATURE:___________________________________________________  I authorize the Pediatric Urology Fall Congress to charge my credit card 

the above fees.   

 
 

FAX THIS FORM: 978-524-0461 
If paying by check or money order, please mail to: Pediatric Urology Fall Congress,  

500 Cummings Center, Suite 4400, Beverly, MA, 01915 USA. 

ATTENDEE INFORMATION (please print) 

Name Hospital/Affiliation 

Address City 

State/Province Country Postal Code 

Phone Fax 

Email Address (required for confirmation) 


