
------------------------------------------------------------------------------- 
Registration: This form can be filled in below and mailed, securely faxed to 501-224-6489, or called in at 501-224-8967. 
You may also register online at: ArkansasDerm.org. Check our website for continuing education information.
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Select One:     MD     |     DO     |     Resident     |     Medical Student     |     APRN     |     PA     |     CURN     |     Other 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Name: 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Spouse’s / Guest’s Name Attending Meeting: 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Clinic Name/Address: 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
City/State/Zip Code: 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Telephone: Email Required: 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Registration Fees (check all that apply): 
 Physician Member $185.00 
 Physician Non-Member $285.00 
 Physician’s Spouse/Guest $85.00 
 Residents $30.00 

 $15.00 Resident’s Spouse/Guest
 Comp Medical Students
 $15.00 Medical Student’s Spouse/Guest
 $90.00 Allied Staff
 $15.00 Allied Staff Spouse/Guest

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
             $__________ Check Enclosed 

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Credit Card Number:  Expiration date: Card Security Code: 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Cardholder’s name:   
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
Billing Address/City/State/ Zip Code: 
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Email for receipt: 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------ 
RESERVATION NUMBERS ARE REQUIRED:  For catering purposes, please indicate the number of people attending each  
activity.  Guest fees apply. The hotel charges the Society for all meals reserved whether guests attend or not. 

_____________ Thursday Evening: Cocktail Reception 
_____________ Friday Morning:  Breakfast 
_____________ Friday Noon: Lunch  

_____________ Friday Evening:  Dinner at The Record 
_____________ Saturday Morning:  Breakfast 

You will receive room block and book information after your registration is received. Room block and registration information 
will be sent to the email address on this form. 
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Special Assistance:  If you are a person with a disability or 
special dietary need, please let the ADS office know so we  
can help make your attendance as comfortable as possible. 

Refunds:  Requests for refunds received before April 20, 2023, 
will be at the full amount.  There will be no refunds after 
April 20, 2023. 

Arkansas Dermatological Society | P. O. Box 55088 | Little Rock, AR  72215 | 1-501-224-8967 | 1-501-224-6489 fax 

The Arkansas Dermatological Society Annual Meeting 
Doubletree Suites | 301 Southeast Walton Blvd | Bentonville, 
Arkansas | April 27-29, 2023 
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