MEETING REGISTRATION FORM

Fourth Meeting on Patient Reported Outcomes and Person Centered Care in Mental Health
SYMPTOMS OF MENTAL DISORDERS: NEW RESEARCH, TREATMENTS, DIGITAL HEALTH

ICMPE

Via Daniele Crespi 7
20123 Milano

Italy

E-mail: info@icmpe.org

American Association for the Advancement of Science
Washington, D.C., September 21-23, 2018

Please fill in the information below and send this form to:

ICMPE, Via Daniele Crespi 7, 20123 Milano, Italy; or e-mail it to info@icmpe.org;
Should you prefer to send this form by fax, please contact ICMPE that will provide you
with detailed information on the procedure.

Last (Family) Name

First Name

Institution

Address

City

Zip/Postal Code

Country

Tel.

Fax

E-mail

Registration Fee:

Before April 30, 2018 Euro 600 []
After April 30, 2018 Euro 700 [l
On Site Euro 750 []

Method of Payment

D Bank Transfer: Should you prefer this option, ICMPE will provide you with detailed
information on the procedure

| | Credit Card:
[] Visa [ ] American Express [ ] Mastercard [ ] Eurocard

CardNumber: | | | o | 1 Lo b

Expiration Date:

Name as it appears on the card

Signature

Date




