Conference Name
Date • Location
Name: 













Degree or License: (e.g. MD, RN) 










Job Title:












Affiliation: 












Specialty: 











Department (if applicable): 










Interest(s) (ex. Neurology, Genetics): 








Work Address: 












Daytime Phone No.: 






   work home

Mailing Address (if different than above): 




















Email Address (Required to complete course evaluation and access online transcript): 

Registration Fees (Please Circle):

Physicians: $XXX
PAs, NPs, and RNs: $XXX
Students: $XXX
Please make checks payable to MHMH – CME/CNE and mail with this form to:

The Center for Continuing Education in the Health Sciences (CCEHS)

Dartmouth-Hitchcock Medical Center, One Medical Center Drive, Lebanon, NH 03756-0001

This section for credit card payments only - 

form may be faxed to (603) 653-6660.

____VISA   ____MasterCard  ____Discover  ____AMEX

Charge will appear as “MHMH G/L Events” on your billing statement.

Card No.: 






 CVC: 




Signature: 







  Exp. Date: 



Cardholder’s Address:




















