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Name: 

Organization / Hospital:  

Address:    

Daytime Phone 
FAX 


Email_________________

Specialty: 


ACEP Member?       

Date and Course you are registering for:  

Please print out and complete this form and return it along with your check made payable to Rocky Mountain Ultrasound.  

Mail To:
Rocky Mountain Ultrasound



2033 Albion Street



Denver, Colorado 80207

CANCELLATION POLICY:  Cancellations will be accepted in writing up to one month prior to the course start date.  Any cancellations within a month of the first day of the course will be refunded 50% of the registration fee.

INQUIRIES:  Contact John Kendall at John.Kendall@rockymountainultrasound.com
REGISTRATION








