
- PLEASE PRINT OR TYPE -
	 	  	 	
Name_________________________________________________________________ Degree_____________________
	 Last	  First 	  MI

Mailing Address____________________________________________________________________________________

________________________________________________________________________________________________

City / State / ZIP ____________________________________  Email Address*__________________________________

Office Phone________________________  Home Phone______________________  Fax #________________________

Accompanying Person(s) Name(s)_____________________________________________________________________

*Please provide an email address for confirmation of your registration.

	 On or Before	 After
	 August 15	 August 15

 	AmSECT Member	 $325	 $375	 =	 $	 ________ 	
 	 Certified PBMT - AmSECT Member	 $150	 $200	 =	 $	 __________ 		

(only non-perfusionists qualify for CPBMT rate)
 	 Non-Member*	 $550	 $600	 =	 $	 ________
 	 Student AmSECT Member	 $100	 $150	 =	 $	 ________
     Institution ___________________________ 

Graduation Date ______________________			  Meeting Total 	= 	 $	 ________

 	I am registering for continuing education credit as a Registered Nurse.
	 AmSECT, 2209 Dickens Road, Richmond, VA 23230, is an approved provider of continuing nursing education by the Virginia Nurses’ 

Association, an accredited approver by the American Nurses’ Credentialing Center’s Commission on Accreditation.

*To register at the reduced Member rate, attach a membership application and dues payment to this registration form.  
AmSECT membership applications can be obtained at www.amsect.org.

How did you hear about the meeting?	 	  Broadcast Email	  	 PerfList 	   	 Printed Brochure      
			   	  www.amsect.org	 	 CTSnet 	   	 Other_____________________

Method of Payment           Check      	      VISA    	     MasterCard    	   American Express
Credit Card No.___________________________________________________Exp. Date _________ CVV Security Code* _________

Credit Card Billing Address_______________________________________________________________Zip Code_______________

Signature____________________________________________ Printed Name on Card_____________________________________

*CVV code is the three digit number on the back of VISA or MC or 4 digit number on the front of AMEX card above the account number.
If paying by check, please make checks payable to AmSECT and mail to: 

AmSECT • 2209 Dickens Road • Richmond, VA 23230-2005 • Phone (804) 565-6363 • Fax form to: (804) 282-0090
Refund Policy:  80% refund through August 15, 2011; no refunds after August 15, 2011.  Refunds will be determined by the date a cancel-
lation request is received in writing at AmSECT National Headquarters. If you do not receive confirmation from AmSECT National Head-
quarters within 30 days of submitting your registration, please call the office to confirm that your registration material has been received.

Americans with Disabilities Act: The American Society of ExtraCorporeal Technology has fully complied with the legal requirements of the 
ADA and the rules and regulations thereof.  If any participant in this educational activity is in need of accessible accommodations, please 
contact AmSECT at (804) 565-6363 for assistance.
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