
 
 
 
 
 
 
Name: ___________________________________________________________________________________________________     
 
Address: __________________________________________________________________________________________________     
 
City: ______________________________  State: ___________   Zip: ______________     Country: ________________________     
 
Phone: _______________________________________________  Fax: _____________________________________________     
 
Institution: ___________________________________________  E‐mail:   ___________________________________________     
 
Spouse/Guest Name: ______________________________________________________________________________________________________     

 REGISTRATION  FEES                       _                                                                 __                                                        _        ___________          
      On or Before  After      

                                                                                                                             9/30/10         9/30/10            Onsite      Total   
    _____  NESPS Member      $525        $575           $625    $_______ 

_____  Non‐Member        $625         $675       $700             $_______ 
_____  Resident/Fellow*       $150    $175           $200    $_______ 
_____  Allied Health Professional    $300         $350       $400              $_______ 
_____  Spouse/Non‐Physician Guest    $275        $300       $325       $_______ 

* Must Provide Letter from Chief of Service    □ Please contact me regarding special needs.     
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 METHOD OF PAYMENT____________________________________________________          ___________________________  ___- 
 
 
 

 

Please charge my registration fees to the following credit card:                        
Name As It Appears on Credit Card:  ________________________________________________________________________________ 
Billing Address of Card Holder:          Same as Above or ________________________________________________________________ 
City: __________________________________________________  State: ___________  Zip: ______________________________ 
Credit Card #: ____________________________________________________________  Expiration Date: _________ /_________ 
Security Code:  ___________________  (See card images below) Where is your Card Security Code? Your credit card’s security code is a 3‐ or 4‐ digit 

number located on the front or back of your credit card 
Signature: ______________________________________________________________ 
 

      I would like to pay by check (enclosed). 
 
 

 
 

  
NORTHEASTERN SOCIETY OF PLASTIC SURGEONS 
 27th ANNUAL MEETING  
 October 28 – 31, 2010  
 The Ritz-Carlton~ Washington, DC 
 

_REGISTRATION FORM_

TOTAL AMOUNT DUE:
 

$______________________ 

All requests for cancellations must be received in writing.  If a cancellation is received at the Association’s Administrative Office prior to  
Friday, August 27, 2010, the registration fee, less a $50.00 administrative fee, will be refunded after the meeting. 

Refund requests received after August 27th will not be honored. 

Please make checks (in U.S. funds) payable to:
NESPS     900 Cummings Center     Suite 221-U      

Beverly, Massachusetts 01915 
Phone: 978-927-8330    Fax: 978-524-0498 

Each Registration Includes the Following Social Events: 
(Please check off those that you will be attending) 

 

_____   Welcome Reception, Friday, October 29, 2010, 7:00 pm 
_____   Annual Business Meeting (Members Only), Saturday, October 30, 2010 

_____   President’s Banquet, Saturday, October 30, 2010, 7:00 pm 


