


 
 
 
 

8th Annual Conference – May 6, 2010 
 “Strengthening Those Who Touch the Lives of Children” 

 

 

EXHIBIT INFORMATION FORM 
 
 
Organization/Company: ________________________________________________________________________________ 

                                                (Please indicate exactly how you would like organization name to appear in conference materials) 
 
Address: ______________________________________________________________________________________________ 
 
Contact Person: ______________________________________  E-mail: __________________________________________ 
 
Telephone: _________________________________________________  Fax: ______________________________________ 
 
Type of Information/Products to be Presented: _______________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
Description of Organization or Services to Appear in Printed Materials: ___________________________________________ 
 
_________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
Special Instructions (i.e. near electrical outlet): ______________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
FEES:  The charge for exhibit participation is $200.   Non-profit organizations are entitled to a discounted rate of $100.  Only one 6-
foot table will be provided per vendor/exhibitor.  Display tables will be accessible from 8:30 a.m. to 2:00 p.m.  Vendors are 
encouraged to arrive by 8:00 a.m. 
 
LOCATION: The Crowne Plaza Monroe, 390 Forsgate Drive, Monroe Township, NJ 08831     

 
PAYMENT: A copy of this form MUST accompany all mailed checks to ensure proper credit. 
 
 ___Enclosed Check, made payable to Prevent Child Abuse – NJ 
 
 ___Credit Card (Visa or MasterCard only)           Name as it appears on card: _____________________________________________        
 
   Account Number: ______________________________________________________ Exp Date: __________________ 
  
         Signature:___________________________________________________________________________________________ 
 
RETURN FORM:  Please return this form with payment by March 31, 2010. 

 
MAIL:  Prevent Child Abuse-New Jersey, 103 Church Street, Suite 210, New Brunswick, NJ 08901 
FAX:  732-246-1776          E-MAIL:  PMojta@PreventChildAbuseNJ.org 
 

QUESTIONS:  Contact Patty Mojta at 732-246-8060 x. 113 or PMojta@PreventChildAbuseNJ.org. 
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