
 

 

BLACK PSYCHIATRISTS OF AMERICA  

 

Hotel  

Reservations 

 

ANNUAL SPRING CONFERENCE 
@ 

Meharry Medical College 
 

 

Meharry Medical College  
in conjunction with  

Black Psychiatrists of America, Inc. 
Presents: 

 

"Leadership, Excellence and Service: 

Honoring the Life and Legacy of  

Dr. Lloyd Elam"  
 

 

 CEUs and CMEs pending 

 
 

C o n f e r e n c e  

Exhibitors & Advertisers  
Click Here 

 
 

- RESERVE NOW - 
____________________________________________ 

 
 

Call: 800-433-7300 

Website: www.aa.com 

Reservation Number: 4640AY 

 
 

 For more information:  www.blackpsych.org  

 

 

Web Site: 

www.loewshotels.com  

 

2100 West End Ave 

Nashville, TN 37203 
 

Phone: 615-320-1700 

Toll Free: 800-336-3335  

Fax: 615-320-5013 

 

 

 

(877) BPA-1967 
 

Phone and Fax 

09-11 April 2010 

CME’s pending 

Loews Vanderbilt 

 
 
 

 

 

 

Group Code: NBP410 

 

BOOK NOW 

http://www.blackpsych.org/sitebuildercontent/sitebuilderfiles/2010exhibitorpackage.pdf
http://www.aa.com/
http://www.loewshotels.com/


2010 BPA Spring Conference 

April 09-11, 2010 

Meharry Medical College, Nashville, Tennessee 

Conference Registration Fees BPA Spring 2010 Nashville 

 
          Regular                Early Bird 3-10-2010 

BPA member (psychiatrist)   $200    $170     _____ 

Non member (psychiatrist)   $350    $320    _____ 

BPA Affiliate Member 

(Mental health professional non psychiatrist)  $175    $155    _____ 

Non Member Affiliate 

(Mental health professional non psychiatrist)  $275    $255    _____ 

Resident     $75    $55     _____ 

Non Member Resident   $125    $105     _____ 

Graduate Student    $75    $55     _____ 

Non member graduate student  $175    $155    _____ 

Medical Student    $10    $0     _____ 

Undergraduate Student   $10    $0    _____ 

Spouse/ Family member  $100    $80     _____ 
*non medical, mental health professionals ONLY 

Daily rates     $125    $100     _____ 

Speaker     $50    $20    _____ 

 
Please accept my NEW membership [ ]  Please RENEW my membership [ ] 

 

BPA Membership Dues (psychiatrist)   $150 _____ 

Affiliate Member (non psychiatrist)    $100 _____ 

Dues Resident       $50  _____ 

Medical Student      $0     _____ 

 

TOTAL PAYMENT (registration and/or membership) _____ 

� Payment with Credit Card 

 

Credit Card: please check one � Visa   � MasterCard    � American Express 

Name on Card 

______________________________________________________________________________ 

 

Account number ____________________________________________ Expires _____________ 

 

Amount to charge: $ ____________________________ Security Code_____________________ 

 

Email Address:_________________________________________________________________ 

 

Billing Address:________________________________________________________________ 

 

“I authorize BPA to charge the payment.” Signature 

_________________________________________________ 

If paying by credit card, please fax this form to: 877-272-1967 

 

 

 



� Payment by Check or Money Order - Send check or money order: 

Black Psychiatrists of America 

2020 Pennsylvania Ave., NW #725 

Washington, DC 20006-1811 

Payment is due in full at time of registration 

 
Please type or print your preferred contact information: 

 

 

Number of people attending the Conference: ___________________ 

 

________________________________________________________________________________________________________ 

Name(s): 

 

 

________________________________________________________________________________________________________ 

Name(s): 

 

 

________________________________________________________________________________________________________ 

Name(s): 

 

 

________________________________________________________________________________________________________ 

Name(s): 

 

YOUR INFORMATION: 

 
________________________________________________________________________________________________________ 

Your Name      Degree(s) 

 

________________________________________________________________________________________________________ 

Profession/Area of Focus 

 

 

________________________________________________________________________________________________________ 

Organization/Agency 

 

 

________________________________________________________________________________________________________ 

Address 

 

________________________________________________________________________________________________________ 

City      State                Zip 

 

________________________________________________________________________________________________________ 

Office        Home Phone                   Cell Phone 

 

________________________________________________________________________________________________________ 

Email      Fax 

 

_______________________________________________________________________________________________________ 

State(s) of licensure 

 

� Please include me in the Referral Directory 

 

Contact information for referred patients: 

______________________________________________________________________________ 

Your phone: 

______________________________________________________________________________ 

Your email: 


