REGISTRATION

To register, complete and mail or fax this
form. Checks should be made payable to
Case Western Reserve University/ Regenera-
tive Medicine and must be mailed to
Tammie Lee, Skeletal Research Center, Case
Western Reserve University, 2080 Adelbert
Road, Cleveland, OH 44106-7080. You
may register with a credit card by mail,
phone or fax.

Phone: 216-368-3562; Fax: 216-368-4077
Web: http://case.edu/entrepreneurship/

regen_med/

REGISTRATION FORM
(Please Print Clearly)

Name/Degree

Title

Company/University

Address

City

State Zip

Phone

Fax

Email

Check appropriate box:

O [am a CWRU alumnus or TERMIS member.
O | am a graduate student or pre-professional.

O Check enclosed: Amount

O CreditCard: O Visa O Master Card
Card Number

Card Holder’s Name

Billing Address

Expiration Date

Amount

Card Holder’s
Signature

REFUND POLICY: All refund requests must be made in writing.
Full refunds will be given for cancellations received by June 27,
2008. Cancellations received June 30, 2008 through July 8, 2008
will be subject to a $500 cancellation fee. No refunds will be

given after July 9, 2008.
Case Western Reserve University
Skeletal Research Center
Biology Department
10900 Euclid Avenue
Cleveland, OH 44106-7080

Administrator: Tammie Lee
E-mail: tammie.lee@case.edu
Phone: 216-368-3562
Fax: 216-368-4077






