
MEETING ATTENDEE INFORMATION

First Name __________________________________________________________________________

Last Name __________________________________________________________________________

Degree(s) ___________________________________________________________________________

Institution/Department ________________________________________________________________

Address _____________________________________________________________________________

City __________________________________________  State ____________  Zip Code ___________

Telephone ___________________________________________________________________________

Email _______________________________________________________________________________

MEETING REGISTRATION RATES 	 	  

  MDS Member 	 $250.00 	 $300.00

  Affiliate Member 	 $400.00 	 $450.00 

  Residents / Post-Doctoral Fellow Member** 	 $75.00 	 $100.00

  Medical Student Member** 	 $25.00 	 $50.00

  Non-Member	  $550.00 	 $600.00

  Residents / Post-Doctoral Fellow NON-Member** 	 $150.00 	 $150.00

  Medical Student Member NON-Member** 	 $100.00 	 $100.00

SPONSOR your departments Medical Students, Residents/Post-Doctoral Fellows 

to attend the MDS Annual Meeting 

_______ NUMBER OF Medical Student Sponsors 	 $25.00

_______ NUMBER OF Resident/Fellow Sponsors 	 $75.00

If you would like to sponsor a specific attendee, please include their name and email address below and we will reach out to them directly to process their registration:

Name ________________________________________________________         Email Address: ______________________________________________

PAYMENT METHOD AND INFORMATION
CHECK: 	 Payable to “Medical Dermatology Society”
	 Drawn from a United States Bank in United States Currency

CREDIT CARD: 	 Credit Card Information American Express Master Card Visa

	 Name on Card ____________________________________________________

	 Card Number: ____________________________________________________

	 Expiration: ___________________             CVV Security code: _______________

	 Signature:  _______________________________________________________

	 Please note when paying by credit card, the transaction line item on your billing statement will show as SID

Forward the completed 
 registration form to the mds 
office or register on-line by 
visiting the mds website:

Email: mds@sidnet.org
Fax: 216.579.9333 

Medical Dermatology Society
526 Superior Avenue, East, 
Suite 340
Cleveland, Ohio 44114 
www.meddermsociety.org

AFFILIATION: 
Check all that apply

  Private 

  Academic

  Resident/Post-Doctoral-Fellow 

  Medical Student

 Corporate/Pharma

M D S  A N N U A L  M E E T I N G 

REGISTRATION FORM 
Advanced Registration Deadline: 

Friday, March 5, 2027

*All cancellations must be made 
in writing to the MDS Office, by 
Friday, March 5, 2027.  A $50 
administrative fee will be charged 
per registration form refunded.  
Cancellations made after Friday, 
March 5th will not receive a 
refund.

**Residents, Post-Doctoral Fellows 
and Medical Students must 
include a letter from their  
department verifying their status. 
Letters must be signed and on 
official university/institution 
letterhead. 

UNTIL 
MARCH 5, 2027

ON OR AFTER
MARCH 6, 2027

San Francisco
California2027

MDS ANNUAL MEETING
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