Registration card

Physician name: __________________________________

Address: _________________________________________

_________________________________________________

Phone home:_________________________________________

Office:___________________________________________

Fax:______________________________________________

Email:___________________________________________

Spouse name: ________________________________________

Children or guest name: _________________________________

Daily meal plan no:____X____person

Daily meal plan no:____X____person

Send back with your check for

registration and daily meal plan to:

AMHE

10794 rue de Lajeunesse #10

Montréal, QC, H3L 2E8

Tél: (450) 668-4235

Fax: (450) 668-1224

Email: l_gardiner21@bell.net

