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REGISTRATION FORM

Title: 
( Prof.

( Dr.

( Mr.

( Mrs.

( Ms.

Family Name: ……………………………………
 First name and initials:……………………………………….

Hospital or Institute:……………………………………………………………….……………………………………

Department:……………………………………………………………………………………………………………….

Address:…………………………………………………………………………………………………………………..

City:………………………………………….……… 
Country:……………………………………………….

Zip Code:………………..  Phone:……………………………………………………………………….…………….

Fax: ……………………………………………………………  
e-mail: ……………………………………….

Registration Fees:

(Please sign your choices)







Before May 31st


After May 31st
Society member:

 
80 EUR + VAT

(

110 EUR + VAT

(
Non- member:


150 EUR + VAT

(

200 USD + VAT

(
 (Fee includes admission to the scientific program, social programs, congress material, coffee breaks, lunches on Thursday 22nd and Friday 23rd.)

Method of payment:

(
Bank transfer to: Budapest Bank Rt.
HU-1119 Budapest, Etele St. 57
Account nubmer: 10103805-03891336-00000001
The registration and accommodation forms are requested to send back to the following address: 

Diana C.T. Ltd.  H-1115 Budapest, Etele Str. 68, Hungary Telephone: +361-206-1991, Telephone/fax: +361- 2062002
Date: ………………………………      


Signature: …………………………………….



XIV. Congress and Advanced Course


Hungarian Society of neuroradiology


Budapest, 22-24. September, 2005


Congress President: Dr. Péter Barsi
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