
New Zealand Embryology Meeting
Saturday 26th July 2025

Obex Conference & Education Centre, L3 109 Carlton Gore Rd, Newmarket

REGISTRATION:

Name(s)  :   ........................................................................................................................................................

........................................................................................................................................................

........................................................................................................................................................

........................................................................................................................................................                        

Clinic:  ..............................................................................................................................................................

Telephone: ...........................................................    Email: ..............................................................................

Special Dietary Requirements: .........................................................................................................................

02-0108-0561934-000 (please quote your surname & IVF as reference)

VISA or Mastercard only

...............................................................................................................

..................................................................    Expiry:  .............................

			













 ................................................................................................................

Please return this form and payment to: sarah.jonson@obex.co.nz 
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