
FALL 2018 CONFERENCE REGISTRATION FORM 
 (Online Registration is available. Use copies of this form for additional registrants) 

Name (as it will appear on badge): _______________________________________________________________ 

Spouse or Non-Industry Guest : _____________________________ email__________________________________ 

Company: ___________________________________________________________________________________ 

Address:  ____________________________________________________________________________________ 

City: ______________________________________________ State:  ______________  Zip:  _________________ 

Phone:  __________________________ Email:  _____________________________________________________ 

Full Package: (includes all events & meals for registrant 

& guest; does not include golf) 

  Member $475  $___________ 

  Non-member $575  $___________ 

Single Package:  (Includes all events & meals for regis-

trant only; does not include golf ) 

  Member $375  $___________ 

  Non-member $475  $___________ 

Thursday Only:   $275  $__________ 

Dinner Only:  $  65   $___________ 

Additional Events (in addition to Registration): 

Golf $ 125 $_________ea 

Table Top Exhibit $ 150 $___________ 

Speed Set $ 150 $___________ 

Late Reg. Fee (after 10/15)     $50 $____________ 

 

 

Event Sponsorships:  

Platinum Sponsor $1,000   $__________ 

Diamond Sponsor  $750   $__________ 

Gold Sponsor  $ 500   $___________ 

Silver Sponsor  $ 350   $___________ 

Welcome/ 

Past President Recep.    $ 200   $___________ 

President’s Dinner  $ 500   $___________ 

Golf Sponsorships: 

First Place Team  $500  $___________ 

Second Place Team  $400  $___________ 

Longest Drive  $175   $___________ 

Closest to Pin   $175  $___________ 

Tee Sponsors  $150  $___________ 

Donation to the Mel Marshall  Scholarship Fund 

$100 or any amount   $ _________ 

TOTAL FEES    $__________ 

All attendees must complete the registration form in advance and submit payment 

Payment Method:       _____Check Enclosed (payable to CPCA)  or  ____ Visa  ____  MasterCard  ____ AmEx 

Name on Card ____________________________________ Card #  ________________________________________  

Expiration Date ______________________________ Security Code ____________ 

Billing Address including zip code ________________________________________________________________  

Signature ___________________________________ Vegetarian or special dietary needs? ______________________ 

Send to CPCA, P O Box 417, Rocklin CA 95677 or Fax (866) 831-2790  

(pls follow up to ensure your fax was received.) 


