4" Stem Cell Clonality =
& Genotoxicity Retreat

June 1-2, 2008
The Harvard Club of Boston
374 Commonwealth Avenue
Boston, MA 02115

Registration Form
Last Name:

First Name:

Title:

Institution:

Mailing Address:

City: State: Zip:

Telephone: Fax:

Email Address:

Registration Fees:
As the number of attendees that can be accommodated is limited, please submit registration
forms and payment together before April 31, 2008.

Registration Fee: $100.00 per person before April 31, 2008
Late Registration Fee: $125.00 per person after deadline

Checks and money orders should be made payable to:
Cincinnati Children’s Hospital Medical Center

Credit Card Number:
Expiration Date:
Card Holder Name:
Signature:

Please send all registration forms to following address:

Cincinnati Children’s Hospital Medical Center, Attn: Fannie Beasley, Division of Experimental
Hematology, M.L.C. 7013, Cincinnati, OH 45529

Phone: 513-636-1333

Fax: 513-636-3768



Hotel Accommodations:

We are working with the American Society of Gene Therapy to secure hotel rooms for our
event; however, if you are planning to attend the ASGT meeting it is best to secure your rooms
directly through their organization. You can log onto the following website for further information
about hotels through ASGT. Once you log on to this website, please select “Book Your
Housing Here” and you will be directed to the ASGT travel website to secure your hotel.

http://www.asqgt.org/am08/

Please fill out this form and mail it in along with your registration forms.
Please check the following:

| plan to attend the ASGT annual meeting and will contact them directly to secure
my hotel reservations
(Please be sure to include the night of June 1, 2008 for our meeting.)

I will not be attending the ASGT meeting and will only be attending the Stem Cell
Clonality and Genotoxicity Retreat. | would like for the organizers of the Stem
Cell Clonality and Genotoxicity Retreat to submit my hotel reservations with their

rooming list.
Name:
Arrival Date: Departure Date:
Accommodation Type: (Please circle) King/NS King/S

Double/NS  Double/S
Credit Card Type: (Please circle) Visa Mastercard  American Express

Credit Card Number:

Expiration Date:

Card Holder Signature:

For more information or if you have any further questions, please contact
Fannie.Beasley@cchmc.org or via phone at 513-636-1333.



http://www.asgt.org/am08/
mailto:Fannie.Beasley@cchmc.org

