
Registration    (PAG Review Day) 
 
First Name: __________________________________________ 
 
Last Name: __________________________________________ 
 
Hospital/Facility: _____________________________________ 
 
Address: ____________________________________________ 
 
City: ________________________________________________ 
 
Province: ___________________________________________ 
 
Postal Code: ________________________________________ 
 
Phone:______________________________________________ 
 
Email: _______________________________________________ 
 

**Confirmation of registration will be sent by email 
 

Profession    [    ] Ob/Gyn      [    ]   Paediatrician 
[    ] NP      [    ] Nurse   [    ] Fellow  

[    ]         Resident    [    ] Other:_____________________ 

 
Workshops 
Please rank your choice of workshops from 1 to 5 
[     ]A        [     ]B        [    ]C       [    ]D         [    ]E      
 
If paying by credit card, please complete credit  

card information and fax to:  FAX # (416) 586-5958 
 

[      ] Visa        [      ] MasterCard 
 
Card # :  __________  __________  __________  ___________ 

Expiry Date: _________________ ________________________  

Name on Card: ______________________________________ 

Signature: ____________________________________________ 

 
If paying by cheque, please complete form and make 
cheque payable to OBS/GYN Associates and mail to:  
  
 CME – Dept. of Ob/Gyn 
 Mount Sinai Hospital 
 700 University Ave. 3rd Flr., Rm 3-344 
 Toronto, Ontario   M5G 1Z5 
 
You may also view the program at:  

www.mountsinai.ca/ce 

Registration Fees    (Canadian $) 
                                     

                                                              Before               After 
                 Dec 11              Dec 11  
Physicians    ……….………….      $  225   ………   $ 250 
NP and Nurses           ………..      $ 175    ………   $ 200 

        Fellows/Residents …………….     $ 100    ………   $ 125 
 
 Registration fee includes attendance at all lectures, 

syllabus, CME credits, continental breakfast, lunch 
and coffee breaks  

 Refunds will not be issued for cancellations received 
after December 11, 2013.  A processing fee of $40 will 
be retained on all cancellations.  

 
Please indicate if you have affiliation with the University of 
Toronto:  
[   ]  Undergrad Program [   ] Medical School  
[   ]  Residency Program  [   ] Fellowship Program 
[   ]  Previous or current position within the University 

 
 

Accreditation 
 
 This event is an accredited group learning activity 

under Section 1 of the Framework of CPD options for 
the Maintenance of Certification Program of the 
Royal College of Physicians and Surgeons of Canada 
and has been assigned 6.0 credits. 

 This program meets the accreditation criteria of the 
College of Family Physicians of Canada and has been 
accredited for 6.0 MAINPRO®-M1 credits. 

 For nurses, this course will fulfill the requirement for 
reflective practice. 

 
 
Planning Committee 
 

Dr. Lisa Allen  Dr. Debra Katzman 
Dr.  Milena Forte  Dr. Rachel Spitzer 
Carolyn Hoyle RN 
 
 
  
 
 
                     www.naspag.org 
  
 

 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

     Paediatric Adolescent   
   Gynaecology Review Day 

 
 
 

 
 
 
 
 
 

 Saturday, January 11, 2014 
 
 
 
 
    
 
 
   Main Auditorium 
   Hospital for Sick Children 
   555 University Ave. 
   Toronto, Ontario     


