8th Annual Gait and Clinical Movement Analysis Society (GCMAS) Meeting

Exhibit Space Application

May 7-10, 2003

Wilmington, Delaware 

Wyndham Hotel 

Company Name __________________________________________________________

Address ________________________________________City _____________________

State or Province ________________ Zip or postcode ______________ Country ______

Phone _______________________________   Fax_______________________________

Name of Principal Contact Person ____________________________________________

E-mail address____________________________________________________________

Will this person be attending the meeting?   Yes _____      No  _______

Name(s) of other attendee(s) ________________________________________________

_______________________________________________________________________.

	Display option
	Included registrations
	Cost 
	Number
	Total 

	Table (3’ x 8’)
	1
	$575
	
	

	Single booth (10’ x 10’)
	2
	$1075
	
	

	Double booth (10’ x 20’) 
	2
	$1975
	
	

	Triple booth (10’ x 30’)
	2
	$2875
	
	

	
	
	
	Subtotal
	

	Plus additional registrations 
	
	$360
	
	

	Additional tables
	
	$40
	
	

	Electricity 
	
	$20
	
	

	Phone line 
	
	$50
	
	

	
	
	
	TOTAL
	


Principal product or service to be exhibited  ____________________________________

Exhibitors you WOULD NOT like to be near __________________________________

Exhibitors you WOULD like to be near:  ______________________________________

Are you planning to hold a user group meeting on Thursday afternoon?   Yes      No

If yes, can you please give us the approximate time and number of people involved? 

Time ______

People______

Cancellation Policy: This agreement may be cancelled no later than one month prior to the above mentioned event without penalty upon giving written notice to the CME office at duPont Hospital for Children. Cancellation after this date will result in forfeit of the exhibitor’s fee. 

Exhibitor’s Fee Due _________Payment should be in US funds, by credit card (Visa or MasterCard only) or check (made out to Alfred I. duPont Hospital for Children.)

Account # __________________________________Expiration date  _____________

Signature  ____________________________________________________________

Signature: I have received a copy of the “Standards for Commercial Support of CME Activity and agree to conform with these regulations. 

_____________________________________________________________________.

Exhibitor’s signature 






Date

Please send this form with payment, to: 

Karen Bidus

Office of CME 

duPont Hospital for Children 

P.O. Box 269 

Wilmington, DE   19899

302-651-6752

fax -302-651-6754

e-mail – kbidus@nemours.org 

Space for use by CME office only





Amount due _____________________





Amount received _________________





Date received ____________________








