
Synergy Medical Education Alliance 
Department of Emergency Medicine 

 
 
 

Conference Request Form 
 
 
 
Resident Name: ___________________________ Rotation: __________ 
 
Conference Title: _______________________________________________ 
 
Location:______________________________________________________ 
 
City:  _____________________________ State:______ 
 
Telephone:  _____________________  FAX: ___________________ 
 
 
Date of Conference: __________________________________ 
 
Please include a brochure. 
 
 
(1 Conference = 1 week or less) 
 
 
 
Director’s Approval: ____________________________________ 
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