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University of Alberta 
Continuing Dental Education Presents: 

“Oral Pathology/Oral Medicine & Infection Control” 
Presented by 

UofA Dentistry Oral Pathology Faculty 
Saturday, Dec 12th, 2009 Room 2104 Dentistry/Pharmacy Building, University of Alberta 

 
Speakers 

8:00am - 8:30am  Registration 
8:30am - 9:30am   Dr. Tim McGaw – New Technologies for Oral Cancer Screening 
                                    Evidence Basis 
9:30am - 10:30am   Dr. Seema Ganatra – A Case-Based Review of Oral Medicine and  
                                    Pathology 
10:30am - 11:00am  Coffee Break 
11:00am - 12:00pm  Dr. John Valentine – Update on Management of HIV/AIDs 
                                    Patients 
 
Course Schedule        CE Credits         * Cost 
8:00am - 8:30am Registration     Participants will be      Dentist $120.00* 
8:30am - 10:30am Lecture      credited 3.5 hrs                  Hygienist $100.00* 
10:30am - 11:00am Coffee     CE credits       Assistant $60.00* 
11:00am - 12:00pm Lecture  
 
*Please Note:  If you are a subscriber to the University of Alberta Sterilization 
Monitoring Service (SMS), you are entitled to one complimentary enrollment in this 
yearly course.  Other members of the subscribing office are eligible for a 50% discount.  
On the application form, be sure to provide your account number. 
 
Faculty Policy: The faculty of Medicine and Dentistry reserves the right to limit enrollment, cancel or change the location, time, 
course content or teaching personnel of any course as may be deemed as necessary or advisable. 
------------------------------------------------------------------------------------------------------------ 

REGISTRATION FORM 
 

NAME:  __________________________________________________________________________________________________________________ 
 
TITLE:  (Circle one)        D.D.S.       R.D.H.       R.D.A.       OTHER:________________ 
 
ARE YOU A SUBSCRIBER TO THE STERILIZATION MONITORING SERVICE?  Yes__________No__________ 
 
IF YES, PLEASE PROVIDE YOUR ACCOUNT #:___________________ 
 
ADDRESS:  ____________________________________________ CITY:  ______________PROVINCE:_________POSTAL CODE:  ____________ 
 
PHONE:  (     )______________________FAX#:  (       )_________________________________e-MAIL:____________________________________ 
 
METHOD OF PAYMENT:  (Circle one)    CASH    CHEQUE    VISA    MASTERCARD 
 
NAME ON CARD:  _______________________________________________EXPIRY DATE:  ________/________   
 
 
VISA/MASTERCARD #:  _____________-______________-_____________-______________ SIGNATURE:_______________________________ 


