
Send completed participation form with payment to:
Society for Vascular Medicine
111 Deer Lake Road, Suite 100
Deerfield, IL 60015 USA
Phone: +1-847-480-2961
Fax: +1-847-480-9282

Payment Information
SVM’s Federal tax ID number is 34-1623552.
� Enclosed is a check for US$___________________

payable to Society for Vascular Medicine.
� Charge my:

� Visa     � Mastercard     � AmEx     � Discover

Acct. # ____________________________________________

Exp. Date: ______________ Amount $ ________________

Signature: __________________________________________

Name on credit card (if different from above)

Billing address (if different from above)

Room Drop Program
Delivery to Attendee Rooms — 
Registration Deadline: March 20, 2010

� For Profit Organizations $5,000
� Non Profit Organizations $2,000

Note: SVM will schedule room drops only if at 
least three companies apply for the program. 
If this minimum is not met by March 20, SVM 
will issue refunds to companies that may have
already issued payment.

SVM 2010 Annual Meeting
Intercontinental Cleveland Hotel
Cleveland, Ohio USA
April 28 - May 2, 2010

RRoooomm  DDrroopp  PPrrooggrraamm  PPaarrttiicciippaattiioonn  FFoorrmm

To help your company increase its presence at the SVM 2010 Annual Meeting, SVM offers a marketing opportunity
designed to help your company’s promotional materials get into attendees’ hands.

SVM will deliver your company's collateral to the sleeping rooms of all Annual Meeting attendees staying at the
Intercontinental Cleveland Hotel. The room drop will take place in the evening of Thursday, April 29 — the peak 
check-in day. Materials cannot exceed 9" x 12" in size, 12 pages in length, or three ounces in weight.

To participate, complete this form and e-mail, fax or mail to SVM headquarters by March 20, 2010.

Company: ________________________________________________________________________________________________

Contact Name: ____________________________________________________________________________________________

Address: __________________________________________________________________________________________________

__________________________________________________________________________________________________________

City ____________________________________________________________________ State/Province: __________________

Postal Code: __________________________________________ Country:____________________________________________

Phone: ____________________________________________________________________________________________________

Fax: ______________________________________________________________________________________________________

E-mail:____________________________________________________________________________________________________

For up-to-date meeting information, visit

www.vascularmed.org
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