
 

 
 
 

REGISTRATION FORM 
Course Name              

Course Date              

First Name         MI      

LAST Name              

Degree/Specialty             

Primary Hospital Affiliation            

Address              

City        State    Zip Code     

Daytime Phone (     )       Fax (      )       

E-Mail Address             

Special Needs             

 

    Payment Method 
 

     ___Check Payable to ‘University of Miami’ 
     ___VISA 
     ___MasterCard 
 

   Credit Card No.        Exp. Date     

   Authorized Signature            

   Credit Card Billing Zip Code      Amount $    
 
Please mail or fax registration to: 

Susan Mazzola, Administrator 
Center of Excellence for Laparoscopic and Minimally Invasive Surgery 
University of Miami Miller School of Medicine 
McKnight Building, D880, Rm 802  
1638 N.W. 10th Avenue 
Miami, FL 33136 
Fax: (305) 326-6328 
For more information, call (305) 326-6480 or email: smazzola@med.miami.edu 

 
Note: An email confirmation will be sent to you upon receipt of your registration. 
 


