
 	
  

Fax, email and phone registration accepted at any time for credit card payment only.   
Otherwise, mail the registration and fee payable to  

International Partnership for Critical Markers of Disease,                    
PO Box 361, 24 Frank Lloyd Wright Drive, Ann Arbor, MI, 48105. 

              Phone: (734) 930-4400   Email: registration@cmod.org     Fax:(734) 930-4414

	
  

 

	
  

Participants are responsible 

for their own meals, hotel 

and travel arrangements.  

     

          Registration Fee: 
        
      Industry/Commercial (1 Attendee) $495.00 USD 
      No fee for full time government and university employees 
 
      *Registration will be confirmed by e-mail or fax.  

Cancellation and Refund Policy Deadlines 
All cancellation requests must be made in writing and sent to CMOD.  Registrants who submit cancellation request that are received on or before 30 days prior to 
the event will receive a refund equal to the registration fee paid less a $100 administration fee.  Registrants who submit a cancellation request that are received 
between 29-2 days prior to the event will receive a refund equal to fifty-percent (50%) of the registration fee paid.  Cancellation requests received on or after 2 days prior to the event 
will not be honored and no portion of the registration fee will be refunded.  
Please note that the event is abbreviated or cancelled because of fire, explosion, strike, freight embargo, epidemic, catastrophe, act of God, or the act of a public enemy including, 
but not limited to, and act of any government, de jure or de facto or agency or official thereof, CMOD reserves the right, in its sole discretion to unilaterally ruminate the conference. In 
such cases, the registrants hereby agree to waive any claim he, or she or it may have against CMOD for damages or compensation, including but not limited to fees for registration, 
housing, airfare and incidental charges. 

For more information visit 
 

www.CMOD.org 

	
  
10th Annual  

Cardiovascular Biomarkers Symposium 

 

First Name:  Phone:  

Last Name:  Fax:  

Organization:  

E-Mail:  

Street 1:  

Street 2:  Mailing Address: 

City:  State:  Postal:  

 COUNTRY:      

Street 1:  

Street 2:  

Billing Address: 
(if paying by credit 
card, billing address 
must match address 
on credit card) 

City:  State:  Postal:  

Payment Type: Check:  Credit:  
Credit Card Type:  Exp. Date:  

Acct #:  CSC:back #  

If Paying By Credit 
Card: Please 
complete the 
following Signature:  Date:  

 

 
  

 
	
  

May	
  1-­‐2,	
  2012	
  
Dublin	
  Castle	
  
Dublin,	
  Ireland	
  


