
Dysphagia Research Society 2010 Annual Meeting 
Onsite Registration Form 

 
 
 

* denotes field is required 

*Name_______________________________________________________________________________________________ 
           Last     First     MI 

*Badge Name ______________________ *Degree _____________ Specialty _____________________________________ 

*Mailing Address _____________________________________________________________________________________ 

*City _________________________*State _________*Zip____________ *Country________________________________  

*This Address is My:   Institution’s Address   Home Address  

*E-Mail (Required for registration Confirmation) ____________________________________________________________ 

Phone _______________________________________ Fax ____________________________________________________ 

Institution: ____________________________________________________________________________________________ 

Guest Name: __________________________________________________________________________________________ 

Assistant Contact: ______________________________________________________________________________________ 

Assistant E-mail: _______________________________________________________________________________________ 

Assistant Phone: _______________________________________________________________________________________ 

 

CC E-mail to Assistant Contact?   Yes   No 

Special Needs? _____________________________________________________________________________________________________ 

          _____________________________________________________________________________________________________ 

 

*How did you hear about the meeting?   E-blast         Brochure        Website        Journal        Other: ________________________ 

DRS Member?         Yes         No 

I am interested in becoming a DRS Member.         Yes           No 

 

 
 
 
 
 
 FEES  
$245.00                    Pre-conference–Multidisciplinary Symposium on the Instrumental Evaluation and Management of Dysphagia 

$670.00 DRS Members - Physicians, Dental Surgeons 

$515.00 DRS Members - Allied Health Professionals, Non-Health Professional Scientists 

$715.00 Non Member - Physicians, Dental Surgeons  

$615.00 Non Member - Allied Health Professionals, Non-Health Professional Scientists 

$320.00 Residents and Trainees*  

$405.00          Single Day Rate – Physicians, Dental Surgeons 

$370.00         Single Day Rate - Allied Health Professionals, Non-Health Professional Scientists  

$195.00         Single Day Rate – Residents and Trainees*  

 
*Verification of Resident or Trainee status must accompany registration.  

 
 
 
 
 
 

CONTACT INFORMATION 

REGISTRATION FEES – DRS Registration fees include tuition, syllabus, continental breakfasts, coffee breaks and the Welcome Reception. 
Registrants are welcome to invite guests to the Welcome Reception for an additional fee. A $100 administrative fee will be retained if you cancel your 
registration for any reason. In order to receive a refund of the balance, written notice must be received by February 1, 2010; thereafter, no refunds will be 
made.  



 
 
 
 
 
 
Wednesday, March 3, 2010 

 Pre-conference Course                               $245 Per Person           $___________ 
 
Thursday, March 4, 2010 

 Meet the Mentors Luncheon (open to the first 30 registrants)               $35 Per Person  $___________ 
 

 Welcome Reception (included in conference registration fee)           Yes, I plan to attend        No, I do not plan to attend 
 

 Guest/Spouse to the Welcome and Poster Reception   $60.00 Per Guest  $___________ 
 
Eighteenth Annual Dysphagia Research Society Meeting Registration Fee (from above)    $___________ 
 
 
Total             $___________  
 
 
 
 
Payment with Check/Bank Draft: Must be drawn on a US bank and payable to DRS 
Payment with Credit Card: Charges will appear on your statement as paid to DRS 
 
Method of Payment       CHECK    VISA     MASTER CARD     AMERICAN EXPRESS     JCB 
 
 
Credit Card #:               Exp. Date: ________________________   
  Please Print Clearly                                                     Please Print Clearly   
 
Name as it appears on card: ________________________________________________________________ 
 

*Billing Address _____________________________________________________________________________________ 

 

*City _________________________*State _________*Zip____________ *Country_______________________________ 
 
Please fax this form to 713-960-0488 or return this form with your check or credit card information to: 
 

Dysphagia Research Society 
4550 Post Oak Place, Suite 342, Houston, Texas 77027 

 
 
 
 
 

Registration Disclaimer: The Dysphagia Research Society and International Meeting Managers, Inc., as planners of this function claim no liability for 
the acts of any suppliers to this meeting nor the safety of any attendees while in transit to or from this event.  The total amount of any liability during the 
precise hours of the meeting will be limited to a refund of the attendance fees. Your signature below acknowledges acceptance of this provision of 
registration.  

 
Signature  _____________________________________________________________________________ Date_________________ 

 
If you have any special needs, please contact DRS in writing at least two weeks before the meeting to ensure 
 that your needs will be met. 

 
Questions? Phone: 713-965-0566 • Email: drs@meetingmanagers.com 

ADDITIONAL MEETING OPTIONS 

PAYMENT INFORMATION 

REGISTRATION DISCLAIMER 


