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AMERICAN SOCIETY OF HAND THERAPISTS™




                                    
Registration Form
2010 ASHT Hands on Orthotics Course
Piedmont Hospital, McRae Auditorium,

1968 Peachtree Road Northwest



Atlanta, GA 30309
October 16, 2010

Name: _____________________________________________________________________________________________                                                                                                                                         
Company Name: ____________________________________________________________________________________                                                                                                                                         

Address: ___________________________________________________________________________________________ 

__________________________________________________________________________________________________                                                                                                                                                    
Phone: _________________________________________   Fax: _____________________________________________                                                                     

Email: _____________________________________________________________________________________________                                                                                                                                                                                                                         
Attendee Pricing:

 FORMCHECKBOX 
 $175 students





 FORMCHECKBOX 
 $195 members

 FORMCHECKBOX 
 $225 non members

METHOD OF PAYMENT

TOTAL AMOUNT OF PAYMENT: $                                     
Check payment method:         
 FORMCHECKBOX 
 Check (payable to ASHT) check #
Credit Card (circle one)

 FORMCHECKBOX 
 VISA
  FORMCHECKBOX 
 MasterCard

 FORMCHECKBOX 
 American Express

Credit Card Number:                                                                                      Expiration Date: ___________________________                         

Name on Card (please print): __________________________________________________________________________                                                                                                                         
Signature: __________________________________________________________________________________________
Any dietary restrictions?______________________________________________________________________________      
15000 Commerce Parkway, Suite C


Mount Laurel, NJ 08054


P: 856.380.6856


F: 856.439.0525


asht@asht.org








