
Seventh Annual Missouri Health Policy Summit
October 30, 2009  ■  Hilton Garden Inn  ■  Columbia, Missouri

Health Care Reform and Public Health in Missouri

First         Middle       Last

____ First time conference registrant

____ I DO NOT want my name on the  
          conference roster

COURSE FEES

Registration: 

___ $150.00 (if received on  
 or before October 16)  

___ $175.00 (if received   
 after October 16) 

Fee includes conference 
materials and catered food 
functions.
 

Name _________________________________________________________________________________

Name and Degree for name tag_____________________________________________________________ 

Customer ID Number________________________________

Office Name ______________________________________________________________________________

Office Address ___________________________________________________________________________

City _________________________________      State ___________________________________________   

Zip __________________________      County ____________________________________________________

Office Phone __________________________________      FAX ________________________________________ 

E-mail Address _________________________________________________________________________

Please charge my  ____Discover      ____MasterCard     ____VISA         Expiration date _____________________

Account Number ____________________________________________________________________

Name of Cardholder ________________________________________________________________

Signature ________________________________________________________________________

Address (if different  than above) _________________________________________________________

___________________________________________________________________________________

____Check enclosed (make payable to University of Missouri)

Please specify if any special arrangements are required to attend this conference. Please include any 
dietary restrictions you have and we will try to accommodate your request: 

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

(Appears on first line of mailing label after your name.  
If none, leave blank)

Mail completed application  
and payment to:

Health Policy Summit
University of Missouri
2401 Lemone Industrial Blvd., 
DC345.00
Columbia, MO  65212

 
You may also FAX to  
[573] 882=5666

 

        

         equal opportunity/ADA institution

Center for Health Policy
University of Missouri
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