


Please check and indicate related charges in the right column. Early Bird Until  7/31      Advanced 8/01 Until 9/22      Late After 9/22   

(19) Team Member* . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $155 $________       $190  $________             $225 $________

(9) Spouse/Guest. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $50 $________         $50 $________          $50 $________
Spouse/Guest Last Name _____________________________ First Name _____________________________
Spouse/Guest Email Address _________________________________________________________________
Spouse/Guest registration does not include postgraduate courses or scientific sessions.

(10) Spouse/Guest Opening Reception. . . . . . . . . . . . . . . . . $25 $________  $25 $________           $25  $________

*Includes admission to Opening Reception.

City State/Province Country ZIP/Postal Code

Telephone (day): Country code/city code/number

Mailing Address Street Suite/Apt

Fax (mandatory): Country code/city code/number Email (Communication by email is preferred.)

Registrant’s Degree Institutional Affiliation Sponsor’s Name (please print) and ASRM Member Number (essential)

First Name Middle Initial Last Name

SECTION 2    PARTICIPANT INFORMATION

ASRM members attending the ASRM Annual Meeting may invite one non-member of their medical team to
attend the meeting for a reduced registration fee, provided the invited individual has never registered as a
team member at a previous Annual Meeting. Medical team personnel such as lab personnel, nurses, coun-
selors, etc., may qualify for team member registration. ASRM members must either submit a letter specifying
the name of the individual they are sponsoring, or sign the blank designated for sponsor’s signature on this form.

SECTION 1    TEAM MEMBER REGISTRATION

SECTION 3     ANNUAL MEETING REGISTRATION

TEAM MEMBER RESERVATION FORM
63rd Annual Meeting of the American Society for Reproductive Medicine
Washington Convention Center • Washington, D.C. • October 13-17, 2007 

Specialty __ Andrology     __Embryology    __Family Practice      __Gyn/Infertility __Gynecology      __Genetic Counselor     __Infertility     __Internal Medicine

__Nurse     __Ob/Gyn     __Lab Tech    __ Mental Health     __Practice Managers __Repro Endocrinology     __Research     __Urology     __Other ____________________

o Disability   o Medical Condition   o Dietary Restrictions      Details _______________________________________________________________________

The American Society for Reproductive Medicine fully complies with the legal requirements of the ADA and the rules and regulations thereof.
In order to assist us in planning for appropriate resources on-site, please specify whether any of the following apply:

SECTION 3 TOTAL: $____________

Sponsor’s Signature

Room Occupancy (check one) ___Single (one person)   ___Double (two people)   ___Triple (three people)   ___Quad (four people)

Special Requests (i.e., bedding, smoking): ____________________________________________________________________________________________

Arrival Date: ________________  Departure Date: ________________

Hotel Preferred: 

___________________________________________________________________________
1ST CHOICE                                                                            RATE

___________________________________________________________________________
2ND CHOICE                                                                           RATE

___________________________________________________________________________
3RD CHOICE                                                                         RATE
____ No hotel is required. Please indicated where you are staying to help us 

determine preferred hotels for future meetings.
____Condo/Time Share   ____Residence   ____Hotel_________________________________

If you are sharing a hotel room with another registrant, submit your regis-
tration forms together and list share with names below:

_______________________________________________________________________
NAME                                                                            CITY/STATE

_______________________________________________________________________
NAME                                                                            CITY/STATE

_______________________________________________________________________
NAME                                                                            CITY/STATE

SECTION 4     HOTEL REGISTRATION
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Room Guarantee Policies
• HOUSING FORMS WITHOUT A CREDIT CARD GUARANTEE AND A MEETING REGISTRATION WILL NOT BE PROCESSED.
• Housing forms must be received by Experient on or before September 14, 2007, for meeting rates and availability consideration.
• Hotel will charge one night room and tax on credit card used as guarantee if reservation is cancelled within your hotel’s individual policy. Failure to arrive 

will also result in a one night room and tax charged by the hotel.
• You will receive confirmation of your accommodation within one week of submitting your request.



Weekend courses are Sat.-Sun., Oct. 13-14, 8:15 a.m.-5:00 p.m. Be sure not to double-book your weekend schedule: you may attend ONE two-day weekend
course (courses 1-3) or ONE or TWO one-day weekend courses (Saturday courses 4-14  or Sunday courses 15-26), or ONE or TWO SRS surgical weekend cours-
es. To register for Postgraduate Course #27, contact the CAP Education Division at 800-323-4040 ext. 7378 or education@cap.org.

SECTION 5     POSTGRADUATE COURSE REGISTRATION

SECTION 6     PAYMENT INFORMATION

IMPORTANT: PLEASE PRINT YOUR NAME    Last Name _____________________________  First Name _______________________________  Initial _____

Total Fees (Section 3 + Section 4 + Section 5 + Section 6) $___________________ (U.S. Dollars) 
NOTE: A Credit Card must be provided to guarantee Hotel Reservation(s). Credit Card listed will be used
for hotel guarantee. Checks, purchase orders or wire transfers will not be accepted. Hotel will charge 
one night room and tax on credit card used as guarantee if reservation is cancelled within your hotel’s
individual policy. Failure to arrive will also result in a one night room and tax charged by the hotel.
I am paying by (please check one):     o VISA    o Mastercard   o American Express   o DISCOVER   o Diner’s Club

COURSE FEES Weekend course fees include lunch each day.       
Circle the course(s) you wish to attend. Member                    Member                  Associate Member,             

(doctoral)             (non-doctoral)  Fellow, Resident,
Circle a two-day weekend course Medical Student
(Sat. & Sun.) 1   2   3   
or 
two one-day weekend courses:
Sat. 4  6  7  8  9  10  11  12  13  14
Sun. 15  16  18  19  20  21  22  23  24  25  26  
or 
Circle two one-day SRS hands-on surgical weekend courses:
Sat. 5  
Sun. 17

Circle a one-day weekend course:              
Sat. 4  6  7  8  9  10  11  12  13  14
Sun.  15  16  18  19  20  21  22  23  24  25  26  
and/or
Circle a one-day SRS hands-on surgical weekend course:
Sat. 5  
Sun. 17

WOMEN’S COUNCIL BREAKFAST  Wednesday, October 17, 6:30 a.m. __________ @ $25 each $__________

SECTION 5     TICKETED EVENTS

ROUNDTABLE LUNCHEONS Monday, October 15; Tuesday, October 16; Wednesday, October 17 (12:15 p.m. - 1:15 p.m.). See program for details.
Make as many table selections as possible, listing your choices by number in order of preference. You may attend  only one Roundtable Luncheon per day.

Monday 10/15 $40 $__________

Tuesday 10/16 $40 $__________

Wednesday 10/17 $40 $__________

o Monday, October 15, 2007
12:00 p.m. - 1:30 p.m.
CONTROVERSIES IN HPV VACCINATION
Chair: Samantha M. Pfeifer, M.D.
Supported by an educational grant from Merck Pharmaceuticals.

COMMERCIALLY SUPPORTED SYMPOSIA - See program for details.Please indicate the symposia you plan to attend.

$500 $______            $375 $______                  $275 $______          

$290 $______            $200 $______                  $165 $______                  

SECTION 4 TOTAL: $____________

SECTION 5 TOTAL: $____________

MEET THE PROFESSORS WITH BROWN BAG LUNCH (See program for details.)
o Meet the Professor - Martha K. McClintock, Ph.D.

Monday, October 15, 12:15 p.m. - 1:15 p.m. Cost: $35 (includes one lunch) 
o Meet the Professor - Liza Munday

Tuesday, October 16, 12:15 p.m. - 1:15 p.m.  Cost: $35 (includes one lunch) 

$900 $______      $675 $______                  

$490 $______      $365 $______                   
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Remember, if you have registered for a two-day weekend course, you may not register for any other weekend courses.

Any cancellation/refund request
will incur a $50 administrative
fee. After September 14, 2007,
all fees are non-refundable.

CARD NUMBER EXPIRATION DATE

CARDHOLDER SIGNATURE (Required, authorizing charge.) NAME AS IT APPEARS ON CARD (Please print.)
The ASRM reserves the right to charge the correct amount if different from the total payment listed above.

BILLING ADDRESS (Address where your credit card bill comes.)

WAYS TO REGISTER
Online: www.asrm.org

Mail: ASRM 63rd Annual Meeting c/o Experient, 108 Wilmot Rd, Suite 400, Deerfield, IL 60015-5124 • Fax: (800) 521-6017 or (847) 940-2386
Registration by telephone will not be accepted. For questions only, please email asrm@experient-inc.com or call (800) 974-3084 or (847) 940-2107.




