20th South East Asia Association for Dental Education (SEAADE) Annual Scientific Meeting

 “ASEAN Dental Education: Oral Health for All ”

November 23 – 24, 2009

Venue:  Le Meridien Chiang Mai Hotel, Chiang Mai, Thailand

REGISTRATION FORM

	SEAADE member:          □   Yes              □  No               

	Division:      

	Are you are Presenter?        □  Yes        □   No         

	Are you a student?        □  Yes        □   No         

If yes, please provide a letter from your Dean along with this form.

	Participant:     □ Prof       □  Dr       □  Mr.        □  Mrs.      □ Ms.      Gender:  □ Male □ Female

	Family Name:                                                               First Name:                      

	Mailing Address:

	City:                                           Country:                                             Postal Code:

	Telephone:                                 Fax:                                        E-mail address:

	Accompanying person (s)

	1. Family Name:                                             First name:                                      Gender:

	2. Family Name:                                             First name:                                      Gender:

	3. Family Name:                                             First name:                                      Gender:

	4. Family Name:                                             First name:                                      Gender:


	Registration ( November 23 - 24)
	Amount

	Pre-conference (Optional) Nov. 23, 2009
	

	USD 30
	

	20th SEAADE Annual Scientific Meeting Nov. 23-24, 2009
	

	Until 15 August                                  August 16 – October 31 
	

	SEAADE Member          USD 130       SEAADE Member           USD 150
	

	Non SEAADE Member   USD150       Non SEAADE Member    USD 170
	

	Student  USD100 (Flat rate)
	

	Accompanying person(s)
	

	USD 50 each
	

	 Total =  
	


Payment Information                 

All payments must be made in US Dollars 

□    Pay by credit card. 


Cardholder’s Name (as on card) ……………………………………………………………………...

Address (as in the account on the card)……………………………………………………………...


Tel…………………………….Fax……………………………….E-mail:……………………………..


I hereby authorize Faculty of Dentistry, Chiang Mai University to charge the Amount of …………..USD

Amount in words………………………………………………………………………………………...


On my credit card as follow:            □ VISA Card                 □ Master Card

Card Number…………………………………………………………………………………………….


Expiry Date……………………………...Last 3 digits number on signature……………………….

For………………………………………………………………………………………………………...


…………………………………………………………………………………………………………….


Signature of Cardholder……………………………………………Date…………………………..
□    Pay through bank

Deposit to Account # 
504-0-70090-7
Account name : 

Faculty of Dentistry
Name of Bank:  

Bangkok Bank
Address


Suthep Road Branch, 251-255 Suthep Rd., Chiang Mai, Thailand





Tel. +66-0-5380-8390
Fax. +66-0-5327-7101

Swift Code 


BKK BTH BK

Routing No.


026-008-691 (For USA)

Amount:


…………………………USD
Cancellation Policy

Written cancellation received before November 10, 2009 will be cut 20 % of the full payment. 
No refund will be made for cancellation received thereafter. 
Please mail this form together with payment to:

Ms. Wilaiwan  Kantiya

Faculty of Dentistry, Chiang Mai University 

T. Suthep A. Muang Chiang Mai 50200 Thailand 

Tel.+66-5394-4487   Fax. +66-5394-4450
E-mail: csookta@chiangmai.ac.th
         
(http://www.dent.cmu.ac.th/20thseaade/index.htm)
You may fax your registration form with credit card payment. 

Do not send the form by mail if you have registered by fax or email to avoid duplication.
For Official use only

Amount in Thai Baht…………………….....Approval Code:…………………………Date……………………….. 







