










DENTAL REVIEWS

Monday, April 21, 2008

7:00 a.m. Continental Breakfast

Moderator: Thomas J. Salinas, D.D.S.

8:00 a.m. Oral Sedation in the Dental Office
J. Bruce Bavitz, D.D.S.

9:00 a.m. Primary Care ENT Problems for Dentists
Stephen P. Merry, M.D.

9:30 a.m. Endocrine
T.B.D.

10:00 a.m. Musculoskeletal Rehabilitation and Therapeutic Exercise/ Strength Training
Mehrsheed Sinaki, M.D.

10:30 a.m. Refreshment Break

Moderator: Sreenivas Koka, D.D.S., Ph.D.

10:45 a.m. Ethical Dilemmas in Dentistry
Paul S. Mueller, M.D.

11:30 a.m. Perceptions of Saliva as a Diagnostic Fluid
Jennifer L. Wiens, D.D.S.

12:00 p.m. Challenges Facing the Aging Population
Sarah J. Crane, M.D.

12:30 p.m. Oral-Systemic Links
Sreenivas Koka, D.D.S., Ph.D.

1:00 p.m. Course Adjourns

SOCIAL ACTIVITY
Welcome Reception – Sunday Evening, April 20, 2008
Attendees are cordially invited to join the course faculty for the Welcome Reception
on Sunday evening, April 20, 2008.  This casual reception offers you the perfect
opportunity to make connections with existing and new colleagues and will be
held in Landow Atrium in the Subway of the Gonda Building. Pre-Registration is
requested.

Mayo Clinic Tours
Choose from two brief optional tours:  Art Tour or Historical Unit Tour.  The tours
will be on Sunday, April 20, 2008 from 5:30 - 6:00 p.m. and will be complimentary
for attendees and guests.  Space is limited, and pre-registration is required.
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48th Annual Dental Reviews
April 20-21, 2008 (Sunday & Monday)  •  Mayo Civic Center, Rochester, Minnesota

REGISTRATION FORM 2008R036

Mail form and payment to:
Mayo School of Continuing Medical Education Phone 800-323-2688 or 507-284-2509
Plummer 2-60 FAX 507-284-0532
200 First Street SW E-mail cme@mayo.edu
Rochester, MN 55905 Web site www.mayo.edu/cme

This is the only Registration Form you will receive.

Payment Information
Check is enclosed in the amount shown at right – make checks payable to Mayo Clinic Payment Total

Credit Card – select one Account Number Exp Date – mm/yy       $
Discover    MasterCard    Visa

Name of Cardholder – as it appears on the card Signature of Cardholder – required

X

Registration

Sunday Lunch and Learn Sessions (Please rank your preference 1-3, with 1 being your first choice.  Enrollment 
for each session is limited to the first 96 persons due to meeting space constraints.) 

_____ Update on Infection Control    -or- _____ General Luncheon (Complimentary)
_____ Medical Emergencies in the Dental Office

Mayo Clinic Tours – Sunday 5:30-6:00 p.m.  Limited space.
Yes, I plan to attend the Art Tour.  Number of people _____ (Complimentary)
Yes, I plan to attend the Historical Unit Tour.  Number of people _____ (Complimentary)

Reception – Sunday Evening, 6:00-7:30 p.m., Landow Atrium, Gonda Building Subway
Yes, I plan to attend (Complimentary)

No, I do not plan to attend.
Yes, I plan to attend with guest(s).  Number of tickets _____

Registration Fee: Before 4/4/08 After 4/4/08
Dentists . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . $ 300  . . . . . . . . . . $ 350 $ ________
Dental Hygienists/Assistants  . . . . . . . . . . . . . . . . . . . $ 200  . . . . . . . . . . $ 250 $ ________
Friday Lunch and Learn Session  . . . . . . . . . . . . . . . . . $  50  . . . . . . . . . . $  50 $ ________
Guest Reception Ticket(s)  . . . . . . . . . . . . . . . . . . . . $ 20 each  . . . . . . . $ 25 each $ ________

Total Payment Enclosed $ ________

Contact Information
Name of Registrant – first name, middle name or initial, and last name Degree – select all that apply

DDS RDH   RDA   CDA  
Other - specify

Name of Institution Medical Specialty

Preferred Mailing Address – select one Work/Business     Home
Work/Business Address – street address Work Phone – include all country and city/area codes

as needed along with complete phone number

City State or Province ZIP or Postal Code Country

Home Address – street address Home Phone – include all country and city/area
codes as needed along with complete phone number

City State or Province ZIP or Postal Code Country

E-mail Address FAX – include all country and city/area codes as
needed along with complete phone number

FAX Location – select one

Work/Business
Home

If you have special assistance needs or dietary restrictions, describe here:
SPECIAL
NEEDS
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