Official Registration Form
2012 NPhA Annual Meeting 
Renaissance Las Vegas Hotel 
Las Vegas, Nevada
July 20-23, 2012
“ Improving Health Care through Collaborative Pharmacy Practice”
	*Please print the following information, as you would like it to appear on your name badge.

	PREFIX (Mr. Mrs. Dr.)
	FIRST
	LAST
	CREDENTIALS (RPh, PharmD, etc.)

	ORGANIZATION
	TITLE AT ORGANIZATION

	
PREFERRED MAILING ADDRESS   (please check one)
                ___ Business or   ___ Residence
	DAYTIME PHONE

	ADDRESS
	EVENING PHONE

	ADDRESS (CONT’D)                                                   

	PREFERRED E-MAIL

	CITY, ST, ZIP                                               
	

	Are you a new practitioner?           _____ YES (within the last 5 years)          ______ NO 

	
	MEMBER
INCLUDES CE COURSES
	NON-MEMBER
(INCLUDING MEMBERSHIP) INCLUDES CE COURSES
	PHARMACY TECHNICIAN
INCLUDES CE COURSES
	RETIRED/
AUXILIARY/
GUEST
	ONE-DAY
Date:  _________
INCLUDES CE COURSES PER DAY
	WEEKEND 
Fri-Sat-Sun ONLY
INCLUDES CE COURSES


	Early Bird 
(BEFORE 5/1/2012)
	 $540
	 $735
	 $195
	 $220
	 $300
	 $500

	5/2/2012 – 7/1/2012
	 $645
	 $840
	 $235
	 $235
	 $385
	 $600

	ON-SITE 
(AFTER 7/1/2012)
	 $770
	 $965
	 $265
	 $265
	 $450
	 $700

	Fellow/Resident  $395 (includes CE courses)

	The cost for the following events is included in your FULL registration fee.  Please indicate which functions you will be attending.  Guest tickets may be purchased for the following events:

	DAY
	EVENT
	I WILL ATTEND
	EXTRA TICKET
	QTY
	TOTAL

	Saturday (7/21/12)
	Auxiliary Luncheon/Fashion Show
	
	$60
	
	$

	Sunday (7/22/12)
	SNPhA Awards Gala (Black Tie)
	
	$100
	
	$

	Additional Contributions

	 I would like to sponsor a Student’s Registration
	$155
	  $

	I would like to sponsor a NPhA Foundation Book Scholarship                                                  
	$200
	  $

	I would like to donate to the NPhA Foundation   
	    Amount
	  $

	Total Enclosed                                                                                                       
	       Amount
	  $

	
Credit Card Payment -        o Visa       o MasterCard       o American Express

Card Number: _________________________________ Expiration Date: ___________
Name as it appears on card: ______________________________________________
Signature:______________________________________________________________
If paying by credit card, you may fax remittance to our secure fax line at (919) 469-5870.
o Check Enclosed (U.S. Funds Only) please enclose a copy of this invoice with your payment
Please make check payable (U.S. funds only) to: 	
National Pharmaceutical Association, 107 Kilmayne Drive, Suite C, Cary, NC 27511
Guaranteed Hotel Reservations: Go to: http://www.marriott.com/hotels/travel/lasbr?groupCode=nphnpha&app=resvlink&fromDate=&toDate=
Please Note: All reservations will be charged a non-refundable, first night room and tax deposit to be billed to the individual’s credit card
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