
 

 

Cancellation Policy: Cancellations cannot be made via the online website and must be made in writing to the AATS Administrative Offices. 
Direct your correspondence using the contact information below. If written notice of cancellation is received at the AATS Administrative Offices 
on or before September 21, 2016, the registration fee will be refunded after the meeting, less a $100 USD administrative fee. Refunds are not 
available after October 3, 2016. Fees cannot be reduced for partial attendance.  

 

AMERICAN ASSOCIATION FOR THORACIC SURGERY 
Clinical Trials Methods Course 2016 

500 Cummings Center, Suite 4550, Beverly, MA 01915 
P: 978-927-8330 | F: 978-524-0461 | meetings@aats.org 

 

  

REGISTRATION FORM 

In order to complete the registration process, kindly complete and submit the form below. All fields are required.  
Name:  NPI #:  

Institution:  

Address:  

City:  State:   Zip:   Country:  

Phone:  Fax:  

E-mail (required to receive confirmation):  

Emergency Contact:                                                                Emergency Contact Phone #:   

*All Resident/Fellows, Medical Students must provide contact information for their Surgical Chief/Dean/Nurse Director for 
verification purposes. 
Name:          Phone:    Email:       
 
REGISTRATION DEADLINE: October 3, 2016 

Attendee Fees On or Before 10/3/16 Quantity Total 

AATS Member $495             

Physician $595             

Resident/Fellow/Medical Students* $295             

Total       

 

1. What is your specialty?  ☐Adult Cardiac Surgery   ☐Congenital Heart Disease  ☐General Thoracic Surgery 

☐Vascular Surgery  ☐Other ________________________ 

2. Will you be bringing a site coordinator with you to the program? ☐ Yes ☐ No  Name: _____________________________ 

3. Have you previously been part of a clinical trial?   ☐ Yes ☐ No 

4. Is there an idea that you hope to develop during the course?  ☐ Yes ☐ No 

If yes, please provide the title of idea: ______________________________________________________________________________ 
 

☐ Please contact me regarding special needs.  

 
PAYMENT INFORMATION 

Fees are payable via credit card or check. Checks must be drawn on a U.S. bank and are payable to AATS Clinical Trials 
Methods Course. 
 

Credit Card Number: ________________________________________________ Expiration Date: ___________________ 

Name as it appears on the card: ________________________________________________ Security Code: _____________ 

☐ Same as above ☐ Different Billing Address:  

City:  State:   Zip:   Country:  

SIGNATURE:  _____________________________________________________________________________________ 

☐ 
 
☐ 

 
☐ 

 
☐ Check Enclosed (#_____) 

mailto:meetings@aats.org

