
 
Moving Beyond the Core Measures 

It’s All Vascular: Managing the Challenges of Integ rated Care 
 
Proudly supported by: 

     
___________________________________________________________________________________  

Friday, September 26, 2008 
         Saratoga Hilton 
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CONFERENCE CONFERENCE CONFERENCE CONFERENCE REGISTRATIONREGISTRATIONREGISTRATIONREGISTRATION 
       

  
**  Please note, ALL fields must be completed in order to qualify for the professional education credits associated with this program.** 

 
Today’s Date:     
 
First Name:       Last Name:        
 
Title:  ____________________________________________________________________________________________ 
 
Employer:               
 
Degree:   □ MD    □ PA/NP   □ RN   □ Respiratory Therapist    □ EMT/Paramedic      □other: _______________________ 
 
Residential Address:              
 
City, State, Zip:               
  
Email Address  (Please print clearly. In order to quality for professional education credits, this field MUST be completed): 
 
                
 
Daytime Phone Number:             
 
 
Primary field of study:   □ Cardiology   □ Neurology   □ Nursing   □ Emergency Medicine   □ Family Practice    
                                           □ Rehabilitation   □ Administration/Management   □ Other: ______________________________________  
 
Customer segment:   □student/trainee      □early career          □mid career     □ career peak 
__________________________________________________________________________________________________ 
Registration Fee: 
Please check the appropriate box: 
 

□ individual fee:  $50 

□ group fee (up to 5 attendees):  $100 
 
Payment is by check or credit card only. 
 
Please make checks payable to: 
American Heart Association 
 

 
If the registration fee is a barrier to your attendance, 

 please contact Brenda Mayette at 518-690-4470 

Credit Card Payment: 
____ Visa       ___ MasterCard      ___ American Express 
 
Account number:  _______________________________  
 
Expiration date (month/year):  ___ ___ / ___ ___  
 
Print name as it appears on card: 
 

 
I authorize the use of my card for this purpose. 
 
_________________________________________________  
signature 

 
 



 
 

 
 

Please forward the completed conference registration form via mail, fax or email to: 
 

Brenda Mayette, Director, Medical Education 
American Heart Association 

440 New Karner Road 
Albany, NY  12205 
Fax: 518-869-8180 

Brenda.mayette@heart.org 
518-690-4470  

 
 
 
 

You will receive a confirmation email within 24 – 48 hours of registration receipt. 
 
 

This program has been approved for 3 continuing education contact hours for Physicians (AMA PRA 
Category 1), Physician Assistants, Nurses (AACN Category A) and Pharmacists (ACPE).  

 
 
 
 
 
 

 
We encourage participation by all individuals.  

If you have a disability, advance notification of any special needs will help us to serve you better Please notify us in 
advance or check with staff at the on-site registration desk if you require special assistance to fully participate in the 

meetings. 
 
       


