
13th Annual Clinical Conference for the Ryan White HIV/AIDS Program 

Marriott Wardman Park Hotel, Washington, DC 

August 23-25, 2010 

REGISTRATION 

WAIT LIST FORM 

 

Registration for the Ryan White (RW) Clinical Conference is open to physicians, physician assistants, nurse 

practitioners, and other direct clinical care providers who are actively involved in HIV care in RW Part A, B, C, or 

D funded programs. Registrations are accepted on a first-come, first-served basis.  

 

1. Please complete and return this registration form by Fax to (415) 544-9402 or mail to the IAS–USA, Attn: 

Registration RW Clinical Conference, 425 California Street, Suite 1450, San Francisco, California  

94104-2120. You will be notified of your status as space becomes available. 

 

2. For Clinical Conference registration or program questions, please contact the IAS–USA via e-mail at 

RWConference2010 ”at” iasusa.org, or phone at 415-544-9400. Conference information can also be found 

at www.iasusa.org/rwprogram2010.  

 

SPECIAL NOTE: Completing this Clinical Conference registration form DOES NOT register you for the All 

Grantee Meeting or a hotel guest room. All Grantee Meeting information and registration forms can be found 

at www.ryanwhite2010.com.  

 

To process your registration, this form must be completed in entirety.  

 

□ Dr  □ Mr   □ Mrs   □ Ms 

Registrant Name________________________________ _________________________________ ______ 

Last     First     MI 

 

Title/Position (must be provided) __________________________________________________________ 

 

Degree/License__________________________________________________________________ 

 

Licensed Physician or International Equivalent:  (For CME purposes)    □ Yes  □ No 

 

What is your role in your RW funded clinical program? 

□ Physician  □ Physician Assistant  □ Nurse Practitioner    

 

□ Other Direct Clinical Care Providers (please describe) ___________________________ 

 

□ Other (please describe) ___________________________ 

 

Organization Name ______________________________________________________________ 

 

Mailing Address_____________________________________________   □ Home   □ Work 

 

City_________________________________   State_____________   Zip Code ______________ 

 

Phone (_____)_______________________     Fax (_____)_______________________________ 

□ Home     □ Work    □ Home  □ Work 

 

E-mail address___________________________________________ (for registration confirmation) 

□ Personal    □ Work         

 

 

 



Page 2 – Clinical Conference registration form for  ________________________________________(attendee name) 

 

Please select ONE handout format, which you will receive onsite*: 

 

□ Printed, bound syllabus       or □ Syllabus on CD-Rom (you will not receive a printed syllabus) 

 
*(Note: power and wireless internet connections are not available in the session room)  

 

 

 

Special Needs: 

 

□ Check here if you are in need of any special assistance at the meeting or notify us at least 2 weeks in 

advance, if possible, so that we may make the necessary arrangements. Please describe: 

 

______________________________________________________________________________ 

 

______________________________________________________________________________ 

 

 

 

 

Grantee Information (must be provided) 

 

Program/Grantee Name ___________________________________________________________ 

 

Please indicate if your grant program is:     

□ Title A      □ Title B       □ Title C      □ Title D □ Other (please list) ______________ 

 

Program Coordinator _____________________________________________________________ 

 

Have you attended a RW Clinical Conference in the past?   □ Yes            □ No 

 

Are you on the IAS–USA mailing list?             □ Yes            □ No 

 

Have you attended an IAS–USA educational CME activity?      □ Yes        □ No 


