
REGISTRATION PAYMENT
AUTHORIZATION FORM
I herewith give my permission to withdraw the amount of corresponding to my registration fees to the 2nd International Workshop on Biological Effects of Electromagnetic Fields.
NAME:

                     









ADDRESS:



VISA or MASTER

Card Number:




Expiry Date:


Signature:
 
____________________________________________

I also fax (for the safety of the Bank transaction) a photocopy of my credit card as well as a photocopy of an official document such as (passport, driver license, identify card, etc) contains my photograph and personal details.

P.S. For safety reason we do not like to exchange credit card number by e-mail.
Workshop Fees (please tick one)

IFMBE, BEMS, EBEA, IEEE EMCs  members:


Before August 2nd
After August 2nd
tick here

Participant
€  290
€  320


Student/retired
€ 180
€  210


NON-MEMBERS:


Before August 2nd
After August 2nd
tick here

Participant
€  320
€  350


Student/retired
€  210
€  240





























