SOUTH CAROLINA

Psychiatric il . .
J v bt Exhibitor Application and Agreement

[] #hurs—DBinnerSponsor [[] Saturday Breakfast Sponsor [[] Coffee Break Sponsor

D Friday Poster Reception Sponsor  [_] Bronze Sponsor D Internet Sponsor

[] FridoyBreakfost-Sponsor [] Exhibitor [[] Non-Profit Spnsor

[[] Notepad & Pen Sponsor [[] Tote Bag Sponsor [] Lanyard Sponsor

[] Handout Distribution [] Additional Representative

Exhibiting Company Booth Information:
Company Name:

Mailing Address:

City/State/Zip:

Telephone: Company Website:

Direct Contact Information (for business correspondence):
Contact Name/Job Title:

Work/Mobile Number: Fax:

Email Address:

Return this form with payment to: SC Psychiatric Association - 1215 Anthony Ave. Columbia, SC 29201
T: (803) 540-7500 Email: infoescpsych.org
Or pay online at www.scpsych.org

Name: Company:

Address: City/State /Zip:

Telephone: Email:
Payment Method: [ ] Check Enclosed [[]Credit Card Amount:$ __
Credit Card: [] Visa [] Mastercard [] Amex

Credit Card Number: Cardholder Name:

Signature: Today'’s Date: CV Code:

Billing Zip Code: Expiration Date:

Payment receipts and exhibitor updates will be sent vial email
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