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15th Annual 
HFMA Region 11 Healthcare Symposium 

Sponsorship and Exhibit Booth 
Pre-Registration Request Form 

 
Vendor Faire January 28-29, 2013 

 
Please complete this form and mail or email to: 

HFMA Region 11 Healthcare Symposium 
C/O Gregg Terreson, Controller 

    12844 Military Road S., Tukwila, WA 98168 
(206) 248-4758 or fax to: (206) 248-4558 

gterreson@highlinemedical.org 
 

Single Booth Price $1,975.00 Double Booth Price $3,950.00 
 

Please indicate type of booth requested:         Single     Double 
 

 
BOOTH NUMBER REQUEST FIRST CHOICE SECOND CHOICE THIRD CHOICE FOURTH CHOICE 

 
 
OTHER EVENT SPONSORSHIP REQUESTED 

 
 
COMPANY NAME 

 
 
CONTACT NAME (THIS IS TO WHOM ALL INFORMATION WILL BE SENT)                                                                                   CONTACT EMAIL 

 
 
ADDRESS (THIS IS THE ADDRESS WHERE ALL INFORMATION WILL BE SENT) 
 

 
CITY STATE ZIP 

 
 

PHONE FAX 

 
 

WEB SITE ADDRESS 

 
If your company signs up and pays by April 1, 2012, you will be able to lock in at the 2012 rates.  Any forms received after 

April 1, 2012 may see an increase when the 2013 brochure is published. 

Payment Information:        Check         Visa         MasterCard         American Express 
 
 

CARD # EXP. DATE VISA/MC ONLY: 3-DIGIT CVC2# 

 
 

SIGNATURE 

 
 

PRINTED NAME 

 
Please note booths are not guaranteed or assigned until payments are made.  

We sold out early for this conference, so get your reservation and payment in as soon as possible! 
If you have any questions or need more information, please contact:   

Scott Harvey, Sponsorship Chair at (503) 494-6733 or harveysc@ohsu.edu 
Please also submit the completed Exhibitor/Sponsor Rule and Regulations page with registration form. 
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