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Title  FORMCHECKBOX 
 Prof.    FORMCHECKBOX 
 Dr.    FORMCHECKBOX 
  Mr.     FORMCHECKBOX 
  Mrs.     FORMCHECKBOX 
  Ms.                  


Date       
	Name:
	     


	Institution (Hospital / Clinic)
	     


	Designation
	     


	Address
	                                       
	P.O. Box:
	     

	City
	     
	Country
	     

	Tel
	     
	Mobile
	     

	Fax
	     
	E-mail
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[image: image3.emf]PAYMENT DETAILS:   FORMCHECKBOX 
 Cash    FORMCHECKBOX 
  Visa    FORMCHECKBOX 
  Master Card  

Credit Card No.

     
CVV Code

           
Expiry Date
      
Name on Card

     
AUTHORIZATION NOTE

Please debit my credit card with an amount of AED        I,           
[image: image4.emf]the card holder will honor this transaction and not hold INDEX ® Conferences & Exhibitions Organisation Est. responsible if the credit card number has been compromised. 

CANCELLATION POLICY

I understand that the above mentioned charges per registration will be non-refundable.

Date      



Signature      



�





�








