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VENDOR
REGISTRATION FORM

METHOD OF PAYMENT

 Credit Card:  Amex  MC  VISA  Check: (Payable to The American College of Certified Wound Specialists)

Credit Card # _____________________________________________________________ Exp Date: _________________

Cardholder Name (Print) _______________________________________________________________________________

Cardholder’s Billing Address ___________________________________________________________________________ 

City ________________________________________ State _______________ Zip Code __________________________

Signature ________________________________________________________ Date ______________________________

Print Name ( As It Should Appear on Certificate ) _________________________________________________________ 

COMP REGISTRATION 1

First Name ___________________________Middle Initial ______ Last Name __________________________________

Name of Company (Do Not Abbreviate) ____________________________________ ACCWS Member:  Yes  No

Address ____________________________________________________________________________________________

City ________________________________________ State _______________ Zip Code __________________________

Your Exact Title ___________________________________ E-mail _____________________________________________

Business Phone ___________________________________ Business Fax _______________________________________

Please List Designations: CWS, FACCWS etc: ____________________________________________________________

COMP REGISTRATION 2

First Name ___________________________Middle Initial ______ Last Name __________________________________

Name of Company (Do Not Abbreviate) ____________________________________ ACCWS Member:  Yes  No

Address ____________________________________________________________________________________________

City ________________________________________ State _______________ Zip Code __________________________

Your Exact Title ___________________________________ E-mail _____________________________________________

Business Phone ___________________________________ Business Fax _______________________________________

Please List Designations: CWS, FACCWS etc: ____________________________________________________________

Mansfield, TX
5/03/08

Boston, MA
Spring 2008

Altoona, PA
Fall 2008

Subtotal

Vendor Fee ($350)

Company Sponsored Continental Breakfast* 
($500)

Company Sponsored Lunch* ($650)

The vender registration fee includes an 8 x 10 booth space and two comp registration badges. 
Sponsored Continental Breakfast includes additional advertisement on mailings and in the meal space. 

Sponsored Lunch includes additional advertisement on mailings, in the meal space, and in the workshop space.
*Fee does not include booth space.

Complete this registration form and fax or mail, with your payment to:

The American College of Certified Wound Specialists 
1155 15th Street, NW • Suite 500 •  Washington, DC 20005

Fax 202 530-0659 • Phone 202 457-8409
dabts@theccws.org

All cancellations must be in writing. Refunds less 20% administrative charge will be given up to  
two weeks prior to the event. No refund will be given after that point. Please visit the website for exact locations.

VENDOR REGISTRATION


