RESIDENT REIMBURSEMENT FORM

27th Annual Meeting

Ohio Dermatological Association

October 1-3, 2010
Primary Contact Resident_________________________________________________________________

Residency Program_________________________________________________________________________

Address______________________________________________________________________________________


______________________________________________________________________________________

Email Address______________________________________________________________________________

Phone Number_____________________________________________________________________________

(Check will be mailed to above-named person)

Room shared  with__________________________________________________________________________

Residency Program__________________________________________________________________________

Email_________________________________________________________________________________________

Phone Number_______________________________________________________________________________

Please attach original hotel receipt.

If you  have any questions or concerns, please contact Cynthia Bartunek, Executive Director, ODAExec@neo.rr.com or 330.720.3847

Mail this form with attachments to:  

Ohio Dermatological Association, 2110 Mary Drive NE, Warren, OH 44483

THANK YOU!!
