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Doctor’s Name:_________________________________________________________________________________     
 
Address:_____________________________________________ City: ____________________Province:_________  
 
Postal Code:______________   Tel:__________________________  Fax:_______________________________    
 
Email:_______________________________________ 
 
Please list any dietary requirements and/or allergies:___________________________________________________ 
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 Member 
Fee 

Total  

Full AGM Registration  
Includes: Awards Luncheon and 6 hrs of CE credits when attending AAO AGM, 
ACO AGM and CE sessions 
 

 
$35.00 

 

Extra Awards Luncheon Tickets  
 

_______ x $20.00  

Cancellation Policy:   
 
No refund once the registration fee has been paid. 
 

 
TOTAL AMOUNT DUE: 
(All fees include 5% gst)                $___________ 
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Credit Card  

�     Visa      �     MasterCard       
 
Card Number__________________________________________________ Expiry Date:______________________ 
 
Name of cardholder:____________________________________Signature:_________________________________ 
 
Cheque  

�     Cheque            Cheque Number: ___________________       
 
 

Please fax this form together with your payment to:  
 

 (780) 452-9918 
�
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All AGM registrants will be entered into a draw for : 

 
Free AAO Dues for 2011 

2 – iPad Touch 
 

You must be in attendance to win! 
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Four Points by Sheraton 
7230 Argyll Road 
Edmonton, Alberta 

T6C 4A6 
Phone: (780) 465-7931 
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