
Horty Springer

Grand Rounds 
2020

TO REGISTER:  (Please register by noon on the day of  the audio conference.)
 FAX this completed form to the Seminar Department at 412-687-7692

 PHONE 1-800-245-1205         ONLINE at HortySpringer.com

Hospital _______________________________________________________________________________________

Street/City/State/Zip  ____________________________________________________________________________

Phone #  ________________________________    Fax #  ______________________________________________

Contact Person  ______________________________Title  ______________________________________________

E-mail Address:  _________________________________________________________________________________ 

Audio Conference Audio Conference  
Participation

CD only              MP3 only

 January:  The Board of  Directors/Trustees

 February:  Hospital Committees that Perform Quality-
               Related Functions
 March:  The Human Resources Department and Other
              Employer Representatives
 April:  Credentials Verification Organizations (CVOs)

 May:  Impaired Physician Programs and Others Who
          Treat Physicians
 June:  External Reviewers

 July:  Telemedicine Contractors

August:  Lawyers and Consultants

September:  Regulatory Bodies and Professional Associations

 October:  Professional Practice Evaluation (PPE) Specialists

November:  Medical Staff  Services Professionals

December:  The State Medical Board

PAYMENT    

$250 per audio conference for one line; $50 for each additional line (limited to two additional lines) (includes MP3) 
or $250 for MP3/CD only

Register for the entire series: $1,850 for one line; $50 for each additional line (limited to two additional lines)    
                                             (Special Pricing: $1,500 if  registered before December 31, 2019.)

  Visa /  # ______________________________________________  Exp. date ____________  Sec. code ____________  

 MasterCard /  # _________________________________________  Exp. date ____________  Sec. code ____________  

 American Express /  # ____________________________________  Exp. date ____________  Sec. code ____________          

 Name on credit card __________________________________

 Check enclosed (Please make payable to HSM Enterprises, our sponsoring company.)

 Please bill         P.O. # (not required) ____________________


