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American Osteopathic Academy of Sports Medicine - REGISTRATION FORM
40th Annual Clinical Conference • April 30 - May 3, 2025 • Embassy Suites by Hilton Asheville Downtown • Asheville, North Carolina

Please complete this registration form. Type or print legibly. One form must be 
filled out for each registrant and payment must accompany the registration form. 
Registration by telephone will not be accepted. Register by April 1, 2025, to take 
advantage of Early Registration discounts!. (Please keep a copy of this form for 
your records.)

Registration Information
First Name: _________________________________________________________
Last Name: _________________________________________________________
Credential(s): _______________________________________________________
Place of Employment: ________________________________________________ 
Mailing Address: ____________________________________________________
City: ______________________________________________________________
State/Province: ______________________________ Zip: ___________________ 
Country: __________________________________________________________ 

Is this address:  Business?  Home?
 
Daytime Phone: ____________________________________________________
Email Address: _____________________________________________________
(Your registration confirmation will be sent via email to this address.)

Badge Information 
 
This is how your badge will read. Please print clearly and complete only those 
lines that are different from the “Registration Information” above.
First Name or Nickname: ______________________________________________ 
Full Name:	__________________________________________________________
Place of Employment: _________________________________________________ 
City: _______________________________________________________________ 
State: ______________________________________________________________

General Information
 
    Please check here and list any special dietary restrictions (i.e. vegetarian, 
        gluten free): ___________________________________________________ 
       ______________________________________________________________
    Please check if you need special assistance and an AOASM staff member 	
        will contact you shortly via email. 
    Check here if you wish to OPT IN to the attendee directory for the 2025         
        exhibitors.
    Check here and list the name of the institution if you are a program          
        director or co-director: _________________________________________

Please provide the following information in case of emergency:
Emergency Contact Name: ____________________________________________
Daytime Phone: (_______) ____________________________________________
Evening Phone:  (_______) ____________________________________________ 
Email: _____________________________________________________________ 

AOASM Photo Release
 
 I acknowledge that AOASM may take photos/videos at the Clinical Conference
     for future marketing purposes in print or electronically.
 No, I do not give consent for my image to be used.
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Registration				  
 
		                               On or Before 4/1/25            After 4/1/25
Member: Physician: 			    $560		   $660
Member: Associate: 			    $325		   $425
Member: Fellow*: 			    $125		   $175
Member: Resident/Intern: 		   $125		   $175
Member: Student: 			    $75		   $75
Member: Retired: 			    $350		   $450

Non-Member: Physician: 		   $750		   $890
Non-Member: Associate: 		   $475		   $575
Non-Member: Fellow*: 		   $250		   $325
Non-Member: Resident/Intern: 		   $250		   $325
Non-Member: Student: 		   $150		   $225
Non-Member: Retired: 		   $450		   $570 

*A Fellow is a physician currently participating in a sports medicine fellowship.

One-Day Conference Registration Fee 
 
		                               On or Before 4/1/25            After 4/1/25
Physician/Associate Professionals 	  $300		   $325
Student/Resident/Fellow		   $75		   $100 
 
Which Day?   	  Wednesday      Thursday      Friday      Saturday

Pre-Conference Workshop Registration*
 
The Pre-Conference Workshops are available at a separate fee. Register on or 
before 4/1/2025 to receive the discounted registration fee. (*Space is limited; 
registration is on a first-come, first-served basis.)

Diagnostic Musculoskeletal 
Ultrasound Workshop	          On or Before 4/1/25        After 4/1/25
Member: Physician:			    $849 		   $995
Non-Member: Physician:		   $1,000 		   $1,150
Student/Resident/Fellow:		   $649 		   $795	

Sports Medicine Board
Review Course	       
(Certification and Recertification)     On or Before 4/1/25        After 4/1/25
Member: Physician:			    $849 		   $995
Non-Member: Physician:		   $1,000 		   $1,150
Student/Resident/Fellow:		   $649 		   $795
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Continuing Education Credits
 
Register for continuing education credits by checking ALL applicable boxes 
below: 
 Yes, I would like to receive Continuing Medical Education (CME) credit 
hours and/or Board of Certification (BOC) credit hours for the Pre-Conference 
Workshop(s). 
AOA Number: ______________________________________________________
BOC Number: _______________________________________________________ 

 Yes, I would like to receive Continuing Medical Education (CME) credit 
hours and/or Board of Certification (BOC) credit hours for the annual Clinical 
Conference.  
AOA Number: ____________________________________________________
BOC Number: ______________________________________________________

Please Note: 
•	 You will receive a link to the credit reporting form electronically during 

the AOASM Conference. Attendees will be responsible for completing and 
submitting the form according to directions on the form. 

•	 CME and BOC credits are NOT included in the cost of student/resident/fellow 
registration fees. Please contact the registrar if you’d like to add credits.

Support-a-Student
 
 Contribution to Support-a-Student Registration Scholarship (optional) 
$100 each student X ____ # of student(s) = ________

Optional Events
 Student/Resident/Fellow Luncheon (no charge)*
Friday, May 2, 2025 – 12:15 p.m. - 1:30 p.m. EST
*Please sign up for this event only if you are a student/resident/fellow. 		
Pre-registration is required to attend this event.

 Group Outing: Excursion to the Biltmore Estates 
Thursday, May 1, 2025 – 4:15 p.m. - 9:45 p.m. EST

Number of tickets for Excursion 1: ______ X $165 each = ________

Number of tickets for Excursion 2: ______ X $109 each = ________

 Award of Fellow Reception
Friday, May 2, 2025 – 6:00 p.m. to 7:30 p.m. EST 

Physician/Associate/Retired/Guest: 
Number of tickets: ______ X $50 each = ________ 
 
Student/Resident/Fellow:
Number of tickets: ______ X $30 each = ________

 Optional Educational Activity: 
One-On-One Customized MSK Ultrasound Learning Workshops
Time slots and instructor choices will be emailed to all paid registrants, as well as a 
survey to capture preferred dates, times, and topic of interests. A purchasing member 
may share their slot with up to 1 additional member. No more than 2 members in any 
one hour. The entire time slot cost must be purchased by 1 member in full.

Number of Workshop Hours (Up to 2): ______ x $250 each = _________ 

Shared timeframe requested with the following member participant:  

_________________________________________________________

Fees
 
Pre-Conference Workshop Registration Fee			  $____________ 
 
Annual Clinical Conference Registration Fee		  $____________
 
Support-a-Student Registration Scholarship (optional)		 $____________

Group Outing: Excursion to the Biltmore Estates		  $____________
 
Award of Fellow Reception				    $____________

One-On-One Customized MSK Ultrasound Learning Workshops	 $____________
 
Total Enclosed: 					     $____________

Payment
 
Check a payment method and enclose your payment for registration fees, as well 
as any optional events in which you wish to participate.

 Check (made payable in US funds, drawn on a US bank to AOASM) 
 Mastercard	  Visa	          American Express
 
Card Number: ______________________________________________________

Exp. Date: __________________________ CVV: ___________________________
	
Signature:	__________________________________________________________

Print Name: _________________________________________________________

Billing Address 1:  ____________________________________________________
 
Billing Address 2: _____________________________________________________
 
Billing City: _______________________________ Billing State: _______________ 
 
Billing ZIP Code: _________________ Billing Country: _______________________

 
Mail or fax this two-page registration form and fees to:

AOASM
2424 American Lane 
Madison, WI 53704 

Phone: +1-608-443-2477 
Fax: +1-608-333-0310

Email: info@aoasm.org
Website: http://www.aoasm.org

Cancellation Policy
Any Clinical Conference registration cancellation must be made in writing directly 
to AOASM. If received on or before April 1, 2025, AOASM will apply a $50 USD 
administrative fee and refund the remainder of your registration fee after the 
meeting. After April 1, 2025, no refunds will be given. Walk-ins and replacements 
are always welcome.
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