






 
 

Fifth Annual Friedreich’s Ataxia Symposium 
Monday, October 8, 2012 

Crowne Plaza Valley Forge, King of Prussia, PA USA 
 

REGISTRATION FORM 
 

Please list all attending 
Name(s) _________________________________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________________________ 
 
Home Address  ________________________________________________________________________________________________________________________ 
 
City  ______________________________________________________ State  _______________________________________ Zip  __________________________ 
 
Country  ______________________________________________________Phone  ________________________________________________________________  
 
Fax  _______________________________________________Email  _______________________________________________________________________________ 
 

Conference Registration Fee:   $95 per person 
  I will attend the Meet & Greet Reception on October 7th  ___________ # of people 

  I  am a wheelchair user                 List of Names__________________________________       ________________________________ 

  I will have a service dog                                          __________________________________       ________________________________        

⁪  Everyday Hero Submission (email to: FAProgram@email.chop.edu)                                       
 

Method of Payment 
    Personal Check                    Institutional Check                  ⁪     Discover         

    MasterCard                          Visa                                                     American Express 
 

Credit Card #  ____________________________________________    Exp. Date  _______________________ 
 
(Please make all checks payable to The Children's Hospital of Philadelphia.  Registrations will not be processed unless 
accompanied by full payment.  Faxed registrations will be accepted for credit card payment only.) 

 
Photos/General Media: 
I hereby irrevocably give The Children’s Hospital of Philadelphia perpetual authorization and permission to publish in any media 
worldwide, any and all video and photographs taken of me without any compensation due to me.  I hereby waive any right that I 
may have to inspect and or approve the finished product and copy that may be used in connection therewith, or the use to which it 
may be applied.    
 
_________________________________________________________________________________________________________________________________ 

 
Mail/Fax the completed registration form and payment to: 

 

Ms. Micah Holliday, Continuing Medical Education Department 
The Children's Hospital of Philadelphia, 34th Street and Civic Center Boulevard, Philadelphia, PA 19104 

Phone/215-590-5263  ~  Fax/ 215-590-4342 ~  Email/ hollidaydm@email.chop.edu 
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