
EXHIBITOR FORM

___  	Yes, I wish to purchase an Exhibit Table for $1,500. Exhibit fee includes table and 
acknowledgement in program.

PAYMENT OPTIONS

Check:  Please make checks payable to UIC Department of Ophthalmology  •	
and mail with completed form to:

UIC Department of Ophthalmology
1855 West Taylor Street, Suite 3.31
Chicago, Illinois 60612
Attention:  Julie Daraska 

Credit Card Payments may be faxed to (312) 996-7770 / Attention: Julie Daraska•	

MC/Visa _______________________________ Exp Date_________________ 

3-Digit CVV# (on back of card signature panel) _________Amount:____________

Name as it appears on card__________________________________________ 

Billing Address ___________________________________________________

Signature _______________________________________________________

Contact Name ___________________________________________________

Contact Phone #__________________________________________________
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