
  

10th Annual Patient Congress – June 24-25, 2009 
Washington Court Hotel – Washington, DC 

2009 Educational Expo 
Exhibitor Application Form 

 
 

 
 
 
 
 
 
 
 
 

A.  Organization Information - Please Print
 

Organization: ________________________________________________________________________________ 
 

Contact Person & Title: _________________________________________________________________________ 
 

Address: ____________________________________________________________________________________ 
 

City/State/Zip: _______________________________________________________________________________ 
 

Phone Number: ___________________________________ Fax Number: ________________________________ 
 

E-Mail Address: ______________________________________________________________________________ 

 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

B.  Exhibitor Details        The exhibitors’ booths include space for two organizational representatives.  
  

1. Representative #1 Name and Title: _____________________________________________________________ 

              ____________________________________________________________ 

2. Representative #2 Name and Title: ____________________________________________________________ 

          ____________________________________________________________ 

Do you need electricity for the exhibit?  YES _____  NO ______ 
 

Are you shipping materials ahead?  YES _____  NO ______   If yes, how many boxes?  _________ 
 
Will you be registering as a full conference participant for Patient Congress?  If so, please register 
online at www.pc.patientadvocate.org.  YES _____ NO ______

C.  Payment Information - Payment may be made by Check or Credit Card 
 

Exhibit Fees are $35.00 for a non-profit organization and $75.00 for government or for-profit organizations  

□ We are a non-profit organization - Exhibit Fee is $35.00     $__________ 

□ We are government/for-profit organization - Exhibit Fee is $75.00 $__________ 
 
       

       TOTAL $__________ 
 

  PAYMENT BY CHECK: Please make check payable to Patient Advocate Foundation  
 

  PAYMENT BY CREDIT CARD - Type of Card:   MasterCard ____      Visa ____        Discover ____ 
 

Name as it appears on the card _______________________________________________________________ 
 

Address associated with the card ______________________________________________________________ 
 

Card Number ______________________________________________     Expiration Date _______________ 
 

Signature of cardholder ____________________________________________________ 
 

Mail payment & this form by JUNE 1, 2009 to: 
Patient Advocate Foundation 

Patient Congress Exhibitors/Alan Richardson 
700 Thimble Shoals Blvd., Suite 200 

Newport News, VA 23606 
FAX: 757-952-2405   Phone: 757-952-1372   E-Mail: alanr@patientadvocate.org 

 

You may obtain additional information about Patient Congress online at www.pc.patientadvocate.org 

mailto:mollyt@patientadvocate.org
http://www.patientadvocate.org/
http://www.pc.patientadvocate.org/

