
How did you hear about the course? (check one) 
�  Colleague/Friend  � Brochure           
�  Internet     �  Previous attendance 
�  Other ______________________________ 

Area of Specialty  (check one) 
�  Generalist  �  Gyn Onc          
�  REI     �  Urogyn   �  MFM 
�  Other ____________ 
 

Date Received 
                                     PPEERRIINNAATTAALL  RREESSOOUURRCCEESS,,  IInncc..  RREEGGIISSTTRRAATTIIOONN  

                                          TThhee  CCoolluummbbuuss  CCoouurrssee  CCoommpprreehheennssiivvee  OObb//GGyynn  BBooaarrdd  RReevviieeww    
OOccttoobbeerr  2266--3300,,  22001199  

PLEASE PRINT LEGIBLY OR TYPE        
 
Name: ___________________________________________________________  
              (As you wish it to appear on your certificate)                           (Degree)  
 
Address: ____________________________________________________________________________________  
 

State:_ Zip:______ ________________________________________ ______ __________________________ 
 
City: 

E-mail:Cell Phone: _________________ __________________________________ 
 

Phone:Emergency Contact: ____________________________________  ________________________________ 
 
Check if you are Vegetarian       If you have food allergies, please contact our office.  

For complete schedule and description of sessions visit www.perinatalresources.org 

Registration Fees (please check one) 

�� All Days  (DAILY SESSIONS ONLY)  $2,275.00  

�� Discounted Rate for Daily Sessions $2,047.50              
              ��  Retired       
        ��  Active Military (Attach a copy of your Military Identification or letter from Commanding Officer) 

� Resident or Fellowship program (Attach letter of confirmation of status from your department chair or program   
        director) 

        ��  Previous Attendance (must have attended in past 5 years and paid full course fee)   _____________________ 
                                                                                                                                                 (year and course attended) 
Registration fees include the course syllabus, breakfast, lunch, refreshment breaks, CME certificates and on-demand webinar 
content.  Mock exams are extra. If you would like to register for OB or GYN or Office ($200.00 each), contact our office.  
Space is limited and is on a first-come-first serve basis. 

 �� Partial Attendance $500.00 per day, no minimum 

 Check days attending if partial   �� Sat., Oct. 26    �� Sun., Oct. 27    �� Mon., Oct. 28 �� Tues., Oct. 29    

 �� Wed., Oct. 30      
 

Registration fee is paid by:   �� Individual taking course                 �� Company or other individual  

Method of payment:     �� Check (made payable to Perinatal Resources, Inc.)   �� MC  �� Visa  ��  AAMMEEXX    ��  DDiissccoovveerr 
 

Exp. date:Credit Card #:______________________________________________  _____________  
                                      *Debit cards not accepted 

Total Charged:Name as appears on card:__________________________________________     ____________________ 
 

Mail completed form and payment to:  Perinatal Resources, Inc. 5515 Scioto Darby Rd. Suite 303, Hilliard, OH  43026            
Phone Registration to:  or (614) 921-8845     Via FAX:  (614) 921-8846 
 

The conference is held at the Embassy Suites 2886 Airport Dr, Columbus, OH 43219  To reserve a room call 1-800-EMBASSY (800-362-
2779). When prompted, mention the Embassy Suites Columbus Airport Hotel and the Perinatal Resources room block, or the “PRI” group 
code to receive the discounted rate of $142/night until October 11, 2019. 
 

For office use only: 
Charge approval # Check  # and info:____________________________________________  ________________________ 

Payment in full must be made at time of registration.  Cancellations received by fax or phone will be refunded less a $100.00 administrative 
fee.  After October 24, 2019, cancellations must be in writing and will be determined on an individual basis.  These will be processed after 
the course.  U.S. dollars only! 

http://www.perinatalresources.org/
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