
Doubling Cardiac Arrest Survival by 2020 
April 26, 2019
Livingston County Public Safety Complex - Howell

Sponsorship Form

Send	to:			SaveM Heart - Attn: Matt Rose,	1200 State Circle,	Ann Arbor,	MI		48108	
Phone:		(734)	477-6549				FAX:		(734)	971-4385				mrose@emergenthealth.org	

Company	Name	

(As	it	is	to	appear	in	Program	Materials):______________________________________________________________	

Address:________________________________________________________________________________________	

City:_____________________________________________State:_________________Zip	Code:________________	

Phone:____________________________________________E-mail________________________________________	

Contact	person/Representative:	

Name:____________________________________________________Title:_________________________________	

Phone:___________________________________________FAX:__________________________________________	

E-mail:___________________________________________

Representative(s)	to	be	in	attendance:________________________________________________________________

________________________________________________________________________________________________

We are interested in the following sponsorship options at the conference: 

□ Gold	Sponsorship	-	$1,000 □ Silver	Sponsorship	–	$750 □ Bronze	Sponsorship	$500

Gold - $1,000 Silver - $750 Bronze $500 
Table	display	 Table	display	 Table	display	

Mentioned	in	Facebook	posts	 Mentioned	in	Facebook	posts	 Mentioned	in	Facebook	posts	

Name	on	company	website	that	attendees	will	refer	to	for	
conference	information	

Name	on	company	website	that	attendees	will	refer	to	for	
conference	information	

Logo	on	entrance	sign	as	the	Gold	sponsor	 Logo	on	entrance	sign	as	the	Silver	sponsor	
Name	on	post	event	handouts	

Recognized	as	the	breakfast	sponsor	

	Table	display	includes	6	or	8	ft.	draped	&	skirted	table;	set-up	details	will	be	sent	with	your	registration.		Sponsorship	includes	lunch.	

Payment:			□	Check	Enclosed							□MC			□		VISA			□		AMEX	#______________________________________
Exp.	Date__________							Security	Code_________	

Name	as	appears	on	card:___________________________________Zip	Code	of	Billing	Address__________________	

__________________________________________________________						____________________________________	
Authorized	Signature	 	 	 	 	 	 	 					Date	

**Company agrees to abide by all requirements of the Accreditation Council for Continuing Medical Education Standards for Commercial Support.




