
Registration Form
10th Annual Conference Program & Registration
September 22-25, 2010 • Hyatt Regency San Francisco • San Francisco, California
800.233.1234  •  Mention Physician Hospitals of America to receive the group rate

R E g i s t r at i o n  I n f o r m at i o n

First/Last Name ______________________________________________________________

Degree (as you wish it to appear on your badge) __________________________________

Title _ ______________________________________________________________________

Facility/Company _____________________________________________________________

Address ____________________________________________________________________

City ______________________________________  State _______  Zip _________________

Phone (      ) ___________________________  Fax (       ) ____________________________

Email _ ______________________________  Cell Phone ____________________________

Web Site _ __________________________________________________________________

Guest Name (if registering) ____________________________________________________

P HA   M e m b e r  r e g i s t r at i o n  f e e

Annual meeting fees

1st Person	 $775	 $875	 $____________

2nd Person	 $750	 $850	 $____________

3rd Person or more	 $725	 $825	 $____________

Guest Registration	 $250	 $250	 $____________
(Reception & social events only)

Activity TBD	 $75	 $75	 $____________

	 Total Amount Enclosed	 $____________

P HA   N o n - M e m b e r  r e g i s t r at i o n  f e e

Annual meeting fees

1st Person	 $875	 $975	 $____________

2nd Person	 $850	 $950	 $____________

3rd Person or more	 $825	 $925	 $____________

Guest Registration	 $250	 $250	 $____________
(Reception & social events only)

Activity TBD	 $75	 $75	 $____________

	 Total Amount Enclosed	 $____________

Before
Sept. 10

After
Sept. 10 Amount

Before
Sept. 10

After
Sept. 10 Amount

T h r e e  c o n v e n i e n t  w ay s  t o  r e g i s t e r

Mail to: PHA, 5900 S. Western Ave, Ste 102, Sioux Falls, SD 57108
q Enclosed is a check, payable to PHA. Check # ____________________________________
Fax to: Fax registration form with credit card information to (605) 731-2575
Call: (605) 275-5349
q I authorize PHA to charge my:  q Visa  q Mastercard  q American Express  q Discover
Credit Card Number: _____________________________________________________________
Expiration Date: _________________________________________________________________
Printed Cardholder Name: ________________________________________________________
Signature: _ _____________________________________________________________________
Cancellation: �Written cancellation requests must be received by September 17 and refunds are 

subject to a $100 processing fee. No refunds will be made after September 17.

Q u e s t i o n s

Physician Hospitals of America

5900 S. Western Ave, Ste 102  
Sioux Falls, SD 57108

Phone: (605) 275-5349

Fax: (605) 731-2575

Email: info@physicianhospitals.org

Web: www.physicianhospitals.org

Please use a separate registration form for 
each attendee. Photocopies are acceptable.

PHA 10th Annual

Conference & Exhibits

  San Francisco


