
	

 Gender Title  ………………………………………........................................

First name  ……………………………………………............................	 Last name  ……………………………………………………………................................................. 

E-mail  ………………………………………………..………….…….…………………………………………………………..................................................................................................................... 

Phone  ………………………………………………................................	 Fax  …………………………………………………………………..................................................... 

Profession	 medical specialist / trainee for the field  ……………………………………………………………………………....................................................................................

 nurse	  med. technician	  industry	   ………………………………………………......................................................... 

The following address is	  hospital / company	  private	   ………………………………………………….......................................................... 

Institution  ………………………………………………………………………………………………………………………….................................................................................................................. 

Department / Position  …………………………………………………………………………………………………………….........................……………………….............................................................. 

Street  ……………………………………………………………………………………………………………………………..………………………............................................................................................

Zip code / City / Country  ………………………………………………………………………………………………………….………………………....................................................................................

�

 Total registration fees

	 VAT-ID-No. ………………………………………………………......................................................

Institution …………………………………………………………………………………………………………………………................................................................................................................... 

Attn.  ………………………………………………………....................................... Department  ……………………………………………………..................................................................... 

Street / Zip code / City / Country  …………………………………………………………………………………………………........................................................................................................... 

Phone  ……………………………………………………........................................ Email ..…………………………………………………………......................................................................... 

Payment  Bank transfer (after receipt of the invoice; exempt from charges for the recipient)	

Accommodation Request
A limited number of rooms is reserved for participants. Please find the link on the website www.heart-team.org/heartlab.php

City and date ………………………………………………....................................	 Signature  ……………………………………………………….........................

Your personal data will be recorded electronically to inform you about future medical conferences in cooperation with HSEC Swiss. Cancellation must be done in writing to the congress 
secretariat before November 1, 2016. The registration fee will be refunded minus a 10% service fee. No refund will be given in the case of cancellation after November 1, 2016 or in the case 
of no notice given. You will receive your registration confirmation after receipt of payment.

REGISTRATION

Registration fee includes admission to scientific sessions, coffee breaks and lunch. Prices in Swiss Francs (CHF) including 8% VAT. Please pay attention that the online, e-mail and fax registrations 

are available until November 15th  2016.  After this date you only can register on-site!

Workshop module 1 (8:05 - 9:45) Workshop module 2 (10:15–12:00)

Workshop module 4 (16:00–18:00)Workshop module 3 (13:30–15:30)

Day 2, Friday, November 18th
 Workshop module 5 (8:00 - 9:45) Workshop module 6 (10:15–12:00)

Workshop module 7 (13:30–15:15) Workshop module 8 (15:45–17:30)

Day 1, Thursday, November 17th

Scientific Dinner Symposium, Thursday (17th November 2016) fees in CHF incl 8% VAT
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