2"¢ European Brain Policy Forum
February 25-26, 2009, Brussels, Belgium

REGISTRATION FORM

Please PRINT in BLOCK LETTERS and FAX, E-MAIL or AIRMAIL to:

KENES [nTermational Tel: +41 22 908 0488
Registration and Accommodation Department Fax: f41 22 732 2850
1-3 Rue de Chantepoulet, CH-1211 Geneva 1, Switzerland E-mail: reg ebpf2009@kenes.com

Identification

Please complete this section accurately. The information you provide will allow us to correspond with you efficiently.
Participant (Please TYPE or PRINT IN BLOCK LETTERS)

Family Name Initials First Name

Title OProf. ODr. OMr. OMrs. OMs. Year of birth [YYYY 1

E- Mail Address @ Mobile phone: (+ ) -

Office Address

N N N Y [ [ [ [ (I I I |
Institute Dept.

N N N Y [ [ [ [ (I I I |
No. Street Suite/Apt.

I I N S [ S [ (I s I S |
City State/Province Country Postal code

I I Y s S Iy I O | I I I S I I Iy O I I |
Telephone (office hours):Country code/city code/number Fax: Country code/city code/number

Mailing Address (if different from the above)
[N I N I [ [ I [ e I I I ) [ [ I |

Address line 1
I A I Y N N [ [ (N [ S ([ S I I I [ Iy |

Address line 2
I I I I [ I [ [ [ [ I I O v (N [ [ (N (N [ (N [ O |

City State/Province Country Postal code
You and Your Privacy

Please note that companies may be offered the opportunity to hold Satellite Symposium at this specific event.

As a Congress registrant, your mailing details may be forwarded to companies organizing Satellite Symposia. Companies receiving your mailing details
will be permitted to use your details one time only for the purpose of sending you Satellite Symposia invitations. Under the Laws of Privacy, you are
entitled to object at any time to the processing and usage of your mailing details.

O IDO NOT wish my details to be forwarded to companies organizing satellites

Registration Fees

Early Registration fees Until December 31,2008 | Late Registration fees, From January 1, 2009

Participant o €200 a €250

Patients a €200

Please indicate type of facility where employed (choose one)
O Hospital O University Hospital O University O Private practice O Research institute O Industry 0O Press

O Comprehensive care clinic O Government agency O Laboratory 0O Other (please specify)

Please indicate your professional role (choose one)
O Clinical practitioner O Clinician researcher O Basic science researcher O Epidemiology/Statistics
ONurse/Healthcare practitioner O Health administrator O Industry/Corporate professional [ Resident/Research Fellow

O Student O Other (please specify)

Please indicate your area of expertise (choose one)
O Neurology O Psychiatry 0O Psychology [ Neuroscience [OPharmacology [ Internal medicine [ Paediatrics O Geriatrics
O Biochemistry O Molecular Cell Biology

O Other (please specify)

Please indicate your clinical interests (choose up to two)

O Addictions O Affective disorders O Behavioral neurology O Bipolar disorder OCancer O Emergency Medicine O Family Medicine
OGender aspects  OGenetic aspects [ Geriatric aspects O Intensive care O Metabolic disorders  ONeurological aspects
ONeuropsychiatry O Neuropsychology O Pediatric aspects O Pain Management O Parkinson’s disease O Personality disorders O
Psychiatry research O Psychopharmacology = OPsychotherapy [ Schizophrenia O Sleep disorders [ Stroke

O Other (please specify)



mailto:reg_ebpf2009@kenes.com

Last Name EBPF 2009

ACCOMMODATION:
Hotel Single room Double room
Renaissance Brussels Hotel a € 150 o €150
RESERVATION:

Type of room required O Single O Double* O Other

N I N N I S N S e e Y (Y [ I N [ [ [ I N Oy A O
Check In Check out Total night/s

* T will share my accommodation with: L S

PAYMENT

Please indicate the amount enclosed and preferred mode of payment. Ensure that you send your fully completed Registration and Accommodation
Form together with your payment:

Registration Fees Euro
Deposit for Hotel Accommodation Euro (deposit of 1 night accommodation)
Total: Euro

Option 1: Credit Card .

O Visa O MasterCard O Diners O Amex
I I I Y I Y O I | L1
Number Expiry Date (month/year)

Name as shown on card:

Family Name: First name:

Option 2: Bank Transfer - with your name and address indicated on the reverse. If payment is made for more than one person or by companies
please make sure all names are indicated and send fully completed Registration Forms together with a copy of the bank transfer. Please make drafts

payable to “EBPF 2009”, Bank Account - Credit Suisse Bank Geneva, 1211 Geneva 70, Switzerland
Bank code: 4835, Swift No: CRESCHZZ12A, IBAN No CH46 0483 5069 3980 5217 7, Account: 693980-52-177 Bank charges are the responsibility of the
participant and should be paid at source in addition to the registration and accommodation fees.

Option 3: Cheque made payable to: “EBPF 2009”

Enclosed cheque number: I I I Y [ I By - 72116 I I [ Sy N
CANCELLATION POLICY — HOTEL ACCOMMODATION CANCELLATION POLICY — REGISTRATION

All changes or cancellations have to be made in writing to Kenes CANCELLATION POLICY — REGISTRATION

International. All cancellations should be faxed, electronically mailed or post-marked:

Please do not contact the hotel directly.
Cancellation received up to February 10, 2009 — full refund less bank charges. | Cancelation received before December 31, 2008 — 100% refund (less

Cancellation received from February 10 to February 15, 2009 - 1 night €35 handling fee)
cancellation charge. Cancelation received from January 1, 2009 — 50% refund
Cancellation received after February 15, 2009 — no refund. Cancelation received after January 28, 2009 - No refund

In the event of non-arrival, the hotel will automatically release the reservation,
and payment will be non- refundable.

By signing this form you authorize KENES INTERNATIONAL to charge the above credit card for the balance of your account three weeks prior to your
arrival for services ordered.

Date Signature




