
Date:   Friday, March 16, 2012 

 

Times: 7:30 a.m. to 8:30 a.m. 

  Registration and Continental  

             Breakfast 

 

  8:30 a.m.  Lecture Begins 

 

 10:30 a.m. Morning Break 

 

 10:45 a.m. Lecture Resumes 

 

 12:00 Noon to 1:00 p.m.  Lunch 

 

 1:00 p.m.  Lecture Resumes 

 

 2:30 p.m. Afternoon Break 

 

 2:45 p.m. Lecture  Resumes 

 

 4:00 p.m. Lecture Concludes 

 

 4:15 p.m. NEDDA Business Meeting   

 

Venue:  Tournament of Players  

   Championship Clubhouse  

   100 Championship Way 

   Ponte Vedra Beach, Florida  32082 

 

REGISTRATION DEADLINE: 

Friday, March 9, 2012 

 

No Refunds after this date  

 Meeting Schedule, Venue Location 

& Registration Deadline 

Friday, March 16, 2012 

6 Hours C. E. Credits 

Pricing for Attendees 

 

JDS/NEDDA/CCDS Members:   $ 195.00 

Staff of Members:         $   85.00 

NON-MEMBERS:                        $ 295.00 

Staff of Non-Members:     $ 110.00 

JDS/NEDDA/CCDS Member: 

Mem. Dentist:          $ 195 x ____ =  $ ______ 

Staff of Mem:           $   85 x  ___  =  $ ______ 

Non-Mem. Dentist:  $ 295 x ____ =  $  _____ 

Staff of Non-Mem:   $ 110 x ____ = $ ______ 

Total:    _______________ 

 

On Site Late Registration is an additional: 

 $ 20.00 per person. 

 

All checks made payable to: 

JACKSONVILLE DENTAL SOCIETY 

3733 University Blvd. W. ; Suite 205 

Jacksonville, Florida 32217 

 

Contact:  Betty Hutchens     

Phone:  904-737-7545  Fax:  904-737-9934 

E-mail:  betty@jacksonvilledentalsociety.org 

Website:  www.jaxdentalsociety.org 

 

 

Registration Payment can be 

paid by Check or Credit 

Card 

MasterCard and Visa 

accepted. 

 
MasterCard  ______________________ 

 

Visa _____________________________     

 

Name as reads on Card: 

_________________________________ 

 

Exp. Date:  ___________ 

 

Amount to be Charged: ___________ 

 

Billing Address assigned to the Credit 

Card: 

_________________________________ 

_________________________________ 

 

Phone Number assigned to the Credit 

Card: __________________________ 

 

Authorized Signature:  

_________________________________ 

 

All Credit Card Receipts will be mailed 

to the Credit Card Billing Address. 

 

If you prefer that your receipt be faxed, 

please provide your fax number: 

 _____________________________ 

 

 




