
PAYMENT
_____ Check enclosed, payable to Tennessee Pharmacists Association
_____ Visa   _____ MasterCard   _____ American Express 

______________________________________________________________
Name (as it appears on card)

______________________________________________  _____________
Card Number                                                                                                Expiration Date

____________________________________________________________
Billing Address: Street, City, State, Zip                                                                                        

 _____________
Security Code

_____________________________________
Authorized Signature

TPA MTM WORKSHOP, FEBRUARY 21 (INCLUDES BREAK & SESSION MATERIALS)
 TPA Member  .........................................................................................$60 ....................................................................$__________
 Non-TPA Member .................................................................................$85 ....................................................................$__________
 Technician Member...............................................................................$65 ....................................................................$__________
TSHP MIDYEAR SEMINAR, FEBRUARY 21 (INCLUDES LUNCH & SESSION MATERIALS)
 TSHP Member ....................................................................................$160 ....................................................................$__________
 Non-TSHP Member ............................................................................$210 ....................................................................$__________
 Student / Resident .................................................................................$85 ....................................................................$__________
TPA MIDYEAR MEETING, FEBRUARY 22-23 (INCLUDES SESSION MATERIALS, MEALS, & LEGISLATIVE RECEPTION)
 TPA MEMBER

 Pharmacist ................................................................................$290 ....................................................................$__________  
  Technician ................................................................................$160 ....................................................................$__________
  Student / Resident ....................................................................$110 ....................................................................$__________
 NON-MEMBER

 Pharmacist ................................................................................$360 ....................................................................$__________
  Technician ................................................................................$170 ....................................................................$__________
EXTRA TICKETS Due to space limitations, extra tickets are available on a fi rst-come fi rst-served basis 
 and restricted to TPA members who are licensed pharmacists or student pharmacists.
 Luncheon, February 22:  _____ tickets @$45 each ..........................$__________
 Legislative Reception (Sponsored by Pharmacy Plus), February 22:   _____ tickets @$75 each ............................$__________
 Continental Breakfast, February 23: _____ tickets @$30 each .................................................................................$__________
TOTAL AMOUNT REMITTED .........................................................................................................................................$__________ 

2010 REGISTRATION FORM: Please make copies for additional registrants.
Information entered below will be used to update your record in the TPA database.
Full Name:  __________________________________________________________________________________________  
Pharmacist License #:  ___________________ Preferred/Call-by Name: ________________________________
Address:  _________________________________________________________________________________  
City/State/Zip:  ______________________________________________________________________________________
The address above is my:  ___Work   ___Home.       ___The address above is my preferred address for TPA correspondence.
Place of Employment: ________________________________________________________________   Store No.__________
Work Phone: ___________________________________ Home Phone: ___________________________________
Cell Phone: ___________________________________  Fax:  ___________________________________  
Email (1): ___________________________________  Email(2):  ___________________________________

TPA MTM FORUM - TSHP MIDYEAR SEMINAR - TPA MIDYEAR MEETING

QUESTIONS?  Please call 615/256-3023.

You may fax credit card payments 
to 615/255-3528 or 800/214-2256.

Security Code (REQUIRED):  3 digits after card number on back of Visa and 
MasterCard; 4 digits above card number on front of American Express 

I will attend the meeting(s) listed below at the Doubletree Hotel Downtown Nashville, February 21 and/or 22-23, 2010.

The University of Tennessee College of Pharmacy, program 
co-sponsor, is accredited by the Accreditation Council 
for Pharmacy Education to provide continuing education 
for pharmacists.  You may attend the Sunday sessions: 
MTM Forum for up to 4 hours or the TSHP Seminar for 

up to 6 hours.  You may attend the Monday MidYear Meeting for up to 5 
hours CE credit.  

Return with payment to: TPA
500 Church Street, Suite 650
Nashville TN  37219

2010 TPA Membership or Receipt Number (required for Member rates): __________________________
This number can be found on your TPA dues receipt, or by calling TPA headquarters at 615/256-3023.

I will attend the following Society meeting:

___ TSCP (Chain)  
___  TSHP (Health System)
___  TSIP (Independent)
___  TSLTCP (Long Term Care)

___  TSP (General)  
___  TSSP (Student)
___  TSPT (Technician)

I plan to attend the following Committee Meeting:
____________________________________

____________________________________
   Name of Your State Representative

____________________________________
   Name of Your State Senator

EMERGENCY CONTACT: In case of an emergen-
cy during the meeting, who should be contacted?

Name___________________________________   Phone _______________  Is this person staying at hotel?  ____Yes  ____ No
SPECIAL NEEDS:   ____ Check if you have a disability requiring special adaptations in order to attend this meeting.
   ____ Dietary: Vegetarian or Other (please specify restrictions)  ____________________________________

Cancellation Policy: Any request for a refund must be submitted in writing to TPA by mail or fax to 615-255-3528 no later than January 19.  A $50 
administrative fee will be deducted.  No refunds will be made after February 8 or for no-shows.  All refund checks will be issued after the Meeting.
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