
 
 

 
 
 
 

 
 

 

Name ________________
 

Hospital/Facility__________
 

Address ________________
 

City __________________ Sta
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wil

 
 
 
 

Hospita
Only credit c

 

□ Check enclosed # ________
 

□ Credit Card (Registration ma
Card Number _________________
    
Name:        _________________
  (Print name as it a
Address:  ______________
                    (Credit Card Billing A
 

□ No charge – I received the sp
  Names: ___________
 
 

Refund Policy:   
A refund of your registration f
prior to the conference start d
________________________________

Directions: 
From East I-94 – Exit 72 left onto S
street from the Marriott TownePlace
park.  Come through the back door and
 
From West I-94 – Exit 72 right onto 
street from the Marriott TownePlace
to park.  Come through the back do
Hospital Administrators, Board Members and 
Medical Staff Leadership Conference 

August 13, 2010 
 

Registration Form 
_______________ Title___________________________________ 

_______________           Email___________________________________ 

_______________         Phone __________________________________             

te _____ Zip _______            □ Check if vegetarian   
                               

 Registration:  $395.00 - Continental Breakfast & Lunch provided 

ecial Offer:  For every 3 paid from your facility, the next registration 
l be at no charge.  Each person must fill out a registration form. 
Registration Deadline:  Tuesday, August 3, 2010 
Send completed registration form with check to: 

Attn: Leadership Conference 
l Network Healthcare Services ▪   6212 American Avenue ▪   Portage, MI 49002 
ard payment may be faxed to 269-329-9981 or emailed to jacobsonj@hnv-hnhs.com 

_______ in the amount of $________________ payable to Hospital Network Healthcare Services. 

y be emailed or faxed if paying by credit card (Fax #269-329-9981) 
_________________________   Exp. Date Mo. /Yr. ________ CVV/CVC Code: ___________ 

           (3 digit # on back of card) 
____________________________   Signature:  ____________________________                         
ppears on card) 
___________ City: ____________________ State ____ Zip Code_________ 

ddress) 

ecial offer as my facility has 3 paid registrations.  Please list their names below for our bookkeeping records.   
___________ ______________________ ______________________ 

ee, minus a $95 administrative processing fee, will be granted if cancellation is received 14 days 
ate.  After this time, no refunds will be granted. 
________________________________________________________________________________________________ 

. 9th street.  Right onto Elm Valley Drive (located in “The Groves” Research & Technology Park).  This is across the 
 Suites.  Take 1st left to Bronson Lifestyle Improvement & Research Center. Drive around to the back of this building to 
 we will be located on the 1st floor conference room near the snack shop area. 

S. 9th street.  Right onto Elm Valley Drive (located in “The Groves” Research & Technology Park).  This is across the 
 Suites.  Take 1st left to Bronson Lifestyle Improvement & Research Center. Drive around to the back of this building 
or and we will be located on the 1st floor conference room near the snack shop area. 


