
(must be signed to charge)

(if different from left)

FALL CONFERENCE FOR QUALITY AND  
  BEHAVIORAL HEALTH PROFESSIONALS 

HYBRID CONFERENCE 
OCTOBER 13-14, 2022 

 

REGISTRATION FORM 
 

REGISTRATION OPTIONS:   EARLY   REGULAR  LATE 

PLEASE SELECT ONE        (on or before June 30)    (July 1- Sept. 21)  (After Sept. 21) 

                     IN-PERSON  

                     MEMBER  □ $300   □ $350   □ $400 

                     NON-MEMBER  □ $350   □ $400   □ $450 
                     VIRTUAL 

                     MEMBER MAIN INDIVIDUAL □ $225   □ $275    

                     MEMBER MAIN GROUP* □ $450   □ $525    

                     NON-MEMBER MAIN INDIVIDUAL □ $300   □ $375    

                     NON-MEMBER MAIN GROUP* □ $550   □ $625    
 
*REGISTRANT INFORMATION – A group registration rate allows unlimited attendees from your hospital.  This rate is 
not applicable to unlimited attendees across a hospital system.  An individual registration price will register one 
attendee for the program.  

 

Please Print. Payment must accompany registration form. Registration price is based on date payment is received. 
 
Name   __________________________________  

Title   ___________________________________  

Organization   ____________________________  

Address   ________________________________  

City/State/ZIP   ____________________________  

Phone   _________________________________  

Fax   ____________________________________  

Email   __________________________________  

                   (*IMPORTANT* All correspondence sent to this email) 

Dietary Restrictions: 

_____________________________________ 

□ Enclosed is my check payable to THA in the amount of 

$______. (There will be a $25 charge on all returned checks.) 
Or I authorize THA to charge my credit card: 

□ Visa   □ MC   □ AmEx 

Account #   _______________________________  

Expiration Date ________________CVV________ 

Name as Shown on Card   ___________________  

Signature   ________________________________  

Billing Address   ___________________________  

City/State/ZIP   ____________________________  

 
ONLINE 

www.tha.org 

FAX 
512/692-2653 

 
MAIL 

Texas Hospital Association 
P.O. Box 95353 

Grapevine, TX 76099-9733 

 
REMIT PAYMENT BY ACH 

Texas Hospital Association 
Account No: 0101887890 
ACH or Transit Routing 

#111900785

 
QUESTIONS?   
512/465-1057 

Servicecenter@tha.org 

 
In order to be eligible for discounted pricing, payment must be received by the 
corresponding deadline. All attendees must register. If you have questions about your 
membership status, contact registrar@tha.org. 
 
Vendor attendance is limited to those companies/firms participating in the conference 
as a sponsor. Contact Vicki Dale at vdale@tha.org or 512/465-1013. 
 
CANCELLATIONS AND SUBSTITUTIONS 
Registrants unable to attend may designate an alternate. Please notify THA no later than 
Wednesday, September 21 if possible. Transfer from one THA education program to 
another is not permitted, and no financial credit will be granted. If a registrant cancels, the 
registration fee, less a 20 percent service charge, is refundable only if THA receives 
notice in writing by Wednesday, September 21 at 5:00 p.m. (Send notification via email 

to registrar@tha.org or fax to 512/692-2653.) No refunds will be made for 
no-shows or cancellations made after Wednesday, September 21 at 5:00 
p.m. 
 
Refunds will be processed after the event; please allow 4-6 weeks. THA 
reserves the right to cancel or reschedule programs as determined necessary. 
If a program is canceled, full registration refunds will be issued. THA is not 
responsible for nonrefundable airline tickets or other travel expenses. 
 
SPECIAL NEEDS 
We are happy to try and accommodate any special needs you might have. 
Please be sure that your need is communicated to registrar@tha.org well 
in advance of the event.  


	on or before June 30: Off
	July 1 Sept 21: Off
	After Sept 21: Off
	Name: 
	Enclosed is my check payable to THA in the amount of: Off
	Title: 
	undefined: 
	Organization: 
	Visa: Off
	MC: Off
	AmEx: Off
	Address: 
	Account: 
	CityStateZIP: 
	Expiration Date: 
	CVV: 
	Phone: 
	Name as Shown on Card: 
	Fax: 
	Email: 
	Billing Address: 
	CityStateZIP_2: 
	Dietary Restrictions: 


