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WFITN Meeting Endorsement Request Form
1. Requesting Person:

a. Name:

b. WFITN Membership: Full membership/Honorary Membership/Non-member

c. Contact

i. Email:

ii. Phone:

iii. Address:

2. Official Name of the Meeting



_______________________________________

3. Primary Meeting Sponsor 


________________________________________

4. List any Secondary Sponsors


________________________________________


________________________________________

5. Program Director(s) (physician): if different from requesting person.

Name:________________________________


Institution:_____________________________


Phone:______________________________


Email:_________________________________ 

6. Name(s) & Contact(s) of Coordinator (if different from Program Director)


Name:_______________________________


Phone:_______________________________


Email:_______________________________

7. Program Description: 
a. Please describe Content/Agenda

_________________________________________________________________

b. Will LIVE demonstration(s) be a part of the program? (Yes/No)
8. If this is a meeting/symposium/workshop, please put estimated number of professional attendees 

______________________________

9. Continuing Medical Education Credits:

a. Offered? (Y/N) 
b. If yes, please describe type of CME: 

European CME / AMA / Canadian CME / or Others:____________. 
c. How many hours? (_______ hours)

10. Please attach a brochure or agenda of the program and endorsement request letter.

11. I understand and agree followings: 

a. If the WFITN does grant endorsement of your meeting, we request displaying the WFITN logo in all communications, promotions and if applicable through projections. The WFITN logo may go down to 65% of full relative to primary meeting logo but should be co-equal to those of other endorsements.  Initial here:___________
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