
Fax to: 1-703-351-7893 or 1-703-528-5023 (outside N. America add country code 001)
Mail to: ACA/ICA Joint Pediatrics Conference, 6400 Arlington Blvd, Suite 800, Falls Church, VA 22042 USA

□  I am paying by check  (Please make payable to Joint Pediatrics Conference)    
□  I am paying by credit card:    □  MasterCard     □  Visa     □  American Express

Credit Card Account # _____________________________________________  Expiration Date _____________________ 

Security Code  (3 numbers on the back of the card) _______________________________________________________________

Your signature ____________________________________________________  Date ______________________________ 

Joint Conference  
on Chiropractic & Pediatrics

December 9-11, 2011 • Turtle Bay Resort, Oahu, Hawaii

	 By 9/01 		  After 9/02  		 Amount

□  ICA Pediatrics Council Member	 $379		 $429

□  ACA Pediatrics Council Member	 $379		 $429

□  ICA Member (DC)	 $409		 $459

□  ACA Member (DC)	 $409		 $459

□  Non ICA/ACA Member (DC)	 $449		 $499

□  ICA Student Member	 $179		 $229

□  ACA Student Member	 $179		 $229

□  CA/Guest (Non DC)	 $269		 $319

 		                     Registration Total:   $  

REGISTRATION FEES

Please check appropriate box:

□  Polyenesian Cultural Center Tour/Dinner/Show. Ticket includes entrance to villages, 			 
	 luau buffet dinner and “HA: ’Breath of Life” night show with preferred seating

	 Adult 	 $68.00           x 	 ________	 =	

	 Child  (5-11 years)	 $55.00           x 	 ________	 =

	 Transportation            	 $15.00           x 	 ________	 =

	                                                                           Total for tickets and transportation:		 $  			 

                                 TOTAL FOR REGISTRATION & POLYENESIAN CENTER EVENT:		 $ 

Payment

ICA Council on Chiropractic Pediatrics & ACA Council on Chiropractic Pediatrics

Name ________________________________________________________________________________________________

Address ________________________________________________________________________________________________

City _______________________________________________  State/Province _______________________________________   

Zip/Postal Code _____________________  Country __________________________________________________________

Chiropractic College ____________________________________________________  Year of graduation ___________

Phone Number  (include country code/area code) __________________________________________________________________

Email  (Very important for confirmations) _______________________________________________________________________

REGISTRATION FORM(Please print)

Cancellation fees: 10% of registration if cancelled more than 90 days before event; less than 90 days 15%; no refunds for no shows.  
Tickets to the Polynesian Center are not refundable. Cancellations must be in writing, either faxed or emailed. 


