American Association for Clinical Chemistry, Inc.

Continuing Education (CE) Fee Submission Form

This form must accompany all payments for continuing education registration and/or applications.  To assure proper processing, please supply the information requested below.  

1.  Provider (Company) Name:
     


2.  Provider (Company) Address:      




City, State; Zip:      
3.  Provider (Company) Telephone Number:      
4. Fee(s) Being Paid:



 FORMCHECKBOX 
Provider Reg. Fee ($250)
  FORMCHECKBOX 
Activity Fee  $     
     FORMCHECKBOX 
Late Fee ($200)
5. Activity Title:      
6. Activity Date:      
Credit Card  Payment Information

Amount $
     
Credit Card Type:   FORMCHECKBOX 
Visa  
 FORMCHECKBOX 
 Master Card
 FORMCHECKBOX 
 American Exp.
Credit Card Number:      

Expiration Date:      
Name on Card:       

Billing Address:       
Signature:     





Date:
     
If paying by credit card, fax this form to 202-833-4576.  Please include a cover letter when sending a fax.
__________________________________________________________________________________________
Check  Payment Information
 Amount:  $                  Check Number:      

Please make check payable to AACC:
If paying by check, mail this form and check to:

AACC

Attn: ACCENT® Education Coordinator
1850 K Street, Suite 625

Washington, DC 20006

__________________________________________________________________________________________
AACC Accounting Department:


 FORMCHECKBOX 

Product ID # 755 – Provider Registration Fee ($250)


 FORMCHECKBOX 

Product ID# 756 – Activity Fee ($120 or above) 
 FORMCHECKBOX 

Product ID# 2581 – Late Fee ($200)
April 2011

