
 

CORNEA RESEARCH FOUNDATION OF AMERICA ADVANCED CORNEA COURSE 

DSEK/DSAEK 
and Introduction to DMEK 

2010 Registration Form  

 
All  dates are Tuesday/Wednesday 

. 

 _____   January 12-13, 2010     _____     June 22-23, 2010 

 _____     March 2-3, 2010  _____     November 16-17, 2010 

 
Registration Fee:  U.S. $3,000 

 
 

Type of Card:  Visa / MasterCard only          Security Code: 

Credit Card Number:  

Name on Card:                         

Expiration Date:                                  Billing Zip Code:  
                        1-6-10 

Fax or email this completed form as soon as possible to tentatively hold your 
reservation.  Please do not finalize your travel arrangements until you receive notification 
that your course reservation is confirmed.   

 
Payment is required in advance.  Please provide credit card information above, or mail 
your check, payable to Price Vision Group to:   
  

Wendy Mickler 
Price Vision Group  9002 North Meridian Street, Suite 100  Indianapolis, IN 46260 
(Tel) 317-814-2823    (Fax) 317-844-5590    wendymickler@pricevisiongroup.net 

 
This activity has been planned and implemented in accordance with Essential Areas and Policies of the Accreditation 

Council for Continuing Medical Education through the joint sponsorship of St. Vincent Hospitals and Health Services, 
Indianapolis, IN, and Cornea Research Foundation of America, Indianapolis, IN.  St. Vincent Hospitals and Health 
Services is accredited by the Indiana State Medical Association to provide continuing medical education for physicians 

and takes responsibility for the content, quality, and scientific integrity of this CME activity.  St. Vincent Hospitals and 
Health Services designates this educational activity for a maximum of 14.0 AMA PRA Category 1 Credits (Day 1: 
maximum credits: 6.5.  Day 2: maximum credits: 7.5).  Physicians should only claim credit commensurate with the extent 

of their participation in the activity. 

NAME (for Name Badge):  

NAME (for Certificate):  

PRACTICE NAME:  

STREET ADDRESS:  

CITY, STATE, ZIP CODE:  

COUNTRY:  

TELEPHONE NUMBER:  

CELL PHONE NUMBER: 
For use only if needed during the course. 

 

E-MAIL:  Participant  

E-MAIL:  Assistant or Administrator  

DIETARY RESTRICTIONS:  

$750       
nurse with  

registered physician. 

$2,000        
Attended same course 
previously: “Refresher” fee. 

mailto:wendymickler@pricevisiongroup.net

