
   CONFERENCE ROOM RENTAL

On-Site conference rooms are convenient for private meetings with clients and staff, luncheons, and/or break rooms. 
Conference rooms are 20’ x 20’ and located on Level 0, of the exhibit hall fl oor. Need additional space? Combine 
two or three rooms together and host a function right on the fl oor for your special VIP customers!

Each conference room includes the following: carpet, one wastebasket, one standard table, four standard chairs, a 
company sign, and locking door. Additional furnishings can be ordered through the offi cial show decorator, 
Champion Exposition Services at www.championexpo.com

You may also fi nd additional information in the service kit, which will be sent electronically in October.

To arrange for catering, contact Aramark directly at (617) 954-2381

To reserve your conference room(s), please complete this application and return with payment in full. 
Please note, refunds will not be given.

I would like to reserve ________________ conference rooms.     Please specify size of room _______________________

Cost per room: $1,600

Date  _________________________________________ Booth Number(s) ________________________________________

Company Name  ______________________________________________________________________________________

Agency (if applicable) __________________________________________________________________________________

Contact Name  _______________________________________________________________________________________

Address _____________________________________________________________________________________________

City _____________________________________________________ State  _________________    Zip ________________

Phone  ______________________________________________   Fax ____________________________________________

E-mail  ______________________________________________________________________________________________

Method of Payment  — Checks can be made payable to: Massachusetts Dental Society, Exhibits Dept.

Check      Visa        MC       AMEX                                    Amount Due: _________________________________

Card Number ____________________________________________________  Exp. Date ____________________________

Name on Card ________________________________________________________________________________________

Authorized Signature ___________________________________________________________________________________

Mail or fax completed form with payment to:   Massachusetts Dental Society, Exhibits Department
      Two Willow Street, Suite 200
Fax: (508) 449-6159    Southborough, MA 01745

? Questions: Contact Rachel Marks at rmarks@massdental.org or call (508) 449-6059


