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ONS Registration Form 2010
Contact Information:
Name:_______________________________________________________________

Practice Name: ________________________________________________________

Email Address: ________________________________________________________

Contact Phone #: ______________________________________________________

Have you attended this program before? If yes, date attended?__________________
RN License #_________________________________________________________
_____________________________________________________

Hotel Information:
Please note: You are responsible for your hotel costs. We must have a credit card to hold your reservation. Your credit card will not be charged until you check out.
Name on credit card:_______________________________________________
Type of card (AMEX, VISA, Discover) __________________________________
Card # and Exp. Date: _____________________________________________

* You must give 48 hours notice directly to hotel should you need to cancel your reservation. If not you will be charged one nights stay.
* Discounted room rate of $109.00 plus tax.
Please circle your choices below:
Do you need a room reservation?




YES
NO

Date of Arrival____________________   Date of Departure ____________________

Do you need a Double Queen Room?



YES 
NO

Do you need a Single King Room?




YES
NO

Are you sharing a room? If so, please provide name.

YES
NO


Name(s):_____________________________________________________________ 

If you have any questions, please call 909-985-9061 or email neast@moasc.org 
Thank you and we look forward to seeing you in October!

