
REGISTRATION FORM

Last Name _ _______________________________ Title______  First Name _________________________  

Mailing Address _________________________________________________________________________  

City_________________________________State _________________  Zip Code_____________________  

Credit Card Number ________________________________________  Exp. Date ____________________

Credit Card Billing Address (if different)_ ____________________________________________________

Signature______________________________ City_______________State_______Zip Code____________

Email Address________________________________________Contact Phone_______________________

Intermountain West Allergy Assn. • 28th Annual Scientific Session
The Coeur d’Alene Resort, Coeur d’Alene, Idaho • July 30 - August 1, 2026

Physician and PharmD Registration Fee is $395
Allied Health Professional Fee is $300

Please mail or fax to IWAA
c/o Cruises and Travel of Spokane • 1510 N. Argonne, #A • Spokane, WA 99212

509-924-9722 • Fax 509-924-2190
doug@iwaa.org


