



Virginia Commonwealth University School of Medicine 
OPEN HOUSE
Saturday, February 25, 2006

VCU Medical Center Campus, Richmond, Virginia 

Registration Information
Please print (1 registrant per form)

( Dr.   ( Ms.   ( Mrs.  ( Mr.

Name:   ________________________________________________________________

                         (First)                                                                   (Last)

Title:  __________________________________________________________________
Institution:  ____________________________________________________________
Approximate Graduation Year: _______  Pre-Med Advisor: __________________
Street Address:  _________________________________________________________

City:  ______________________________   State:  ______________ Zip:  _________

Contact Number:  ________________________    _____________________________

                                               (Home)                                                                         (Cellular)

Email:  __________________________________    Fax:  ________________________
Major:   ________________________________________________________________

Meal Preference:  ( vegetarian    ( other:  _________________________________

Will you be driving? ( yes ( no                 Parking pass required?  ( yes  ( no

Method of Transportation:  personal vehicle (     bus (
* Please fax registration form to:  
(804) 828-1246

ATTN:  Linda Kent or Agnes Mack

Virginia Commonwealth University

School of Medicine – Admissions Office

P.O. Box 980565

Richmond, Virginia 23298
REGISTRATION DEADLINE:  01/31/06
