
Exhibit Request Form

Please submit all required documentation along with the Exhibit Request Form at least 60 days in advance of the event date via email  
to sally.wagner@aesculapusa.com.

Requesting Organization:

Name of Requesting Organization:

Address:

Street Address

City State Zip Code

Requesting Organization Contact:

Print Name Title

Email Address Telephone #

Tax ID #: Is organization wholly or partially owned by a physician or hospital?  o Yes   o No

If physician or hospital owned, 
please list ownership entities:

Event Information:

Event Name:

Event Date: Event Location:

Please confirm that the following required documentation will be 
submitted along with this form: 

o	� Exhibit Prospectus 
(including a description of expected attendees)

o	� Program Agenda or Brochure
o	� Available Levels of Sponsorship and Associated Benefits
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