
THE ANNUAL DAY OF TRAUMA 
A Surgery/Critical Care Symposium 
Saturday, November 14, 2015 

Courtyard by Marriott 
21 N. Juniper Street, Philadelphia, PA 19107 

REGISTRATION FORM 
 
______________________ ________________________  _______________________    _____________ 
First Name                  Middle Name                          Last Name      Degree 

Institution _____________________________________________________________________________  

Institution Address ______________________________________________________________________  

 City ________________________________________ State_____ Zip Code_________   

NPI #____________________________________________Cell Phone Number _____________________  

FAX Number_________________________   Email Address ____________________________________ 

Home Address (Please provide only if no email address) 

Street Address________________________________________________________________________ 

     City _______________________ State_____ Zip Code _________ 

Check if you desire a Vegetarian Meal             Check if you have a Physical Need       
     (Please Advise by 10/30/15) 

  Physician - $225.00   Fellow/Resident - $100.00   
  Student -   $25 (include verification letter)  
 Allied Health Professional - $125.00  
 (check category)    Nurse     PA      EMS/EMT      Tech.      Other 

 Check is enclosed, payable to DUCOM/CME TRAUMA or   
   MasterCard     Visa     Discover   Amount $_______________ 

Account #_____________________________________________________ Exp. Date ______________   

Signature ____________________________________________________________________________ 

Mail to: Drexel University College of Medicine, Office of Continuing Medical Education, 1505 Race St., 
       11th Floor, MS 1013, Philadelphia, PA 19102 

Fax to:   215.762.2589 

Cancellation Policy:  A full refund less $20 given until 10/30/15.  Refunds will be issued after the program.  

For additional information, call the Office of Continuing Medical Education – 215.762.2580. 

Please Print or Type
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