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FACILITY AND/OR LECTURE HALL 

RENTAL REQUEST 
 
  

Complete Form and Email To: info@nw-best.com or fax to (425) 251-6575 
 
Company Name: ________________________   Meeting Dates: ________________________ 

 
Title of Meeting: _______________________________________________________________ 

 
Estimated Number of Surgeons:  __________ per day 

 
Estimated Number of Staff:  _____________  per day 

 
Meeting Coordinator:  ___________________________________________________________  

 
Phone: _________________ Cell: __________________ Email:  _________________________ 

 
On-Site Representative:  _____________________________ Cell:  _______________________ 

 
Please Check All Applicable Requirements: 

 
Anatomy Lab 

Stations Required ___________ 
Lecture Hall      ___________ 
Demo Station      ___________ 
Describe anatomic procedure ______________________________________________________ 

 
Laboratory needs: List how many of each you will require 
C-Arms_____  Microscopes_____ Suction_____ Saws_____ 
 
C-Arm Techs_____ Bovies_____  Drills_____ Headlamps_____ 

 
Audio Visual support in Lecture Hall: 
Lap Top Connection _____  DVD Recording _____ 
Video Conferencing -Future  AV Technician ______ 

 
Billing Contact: ________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Telephone:  _________________ Email:  ______________________    
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Anatomical Request 

 
 

Meeting Name: _________________________________________________________________ 
 
Date Ordered:  __________________________________________________________________ 
 
Ordered by:  ___________________________________________________________________ 
 
Date Required:  _________________________________________________________________ 
 
Organization:  __________________________________________________________________ 
 
Meeting Planner:  _______________________________________________________________ 
 
Meeting Dates:  _________________________________________________________________ 
 
Anatomical Material Request Description:  
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 

 
Preferred Anatomical Material Supplier: _____________________________________________ 
 
Number of Specimens:  _________________________________ 
 
Requested by:  __________________________________________________________________ 
 
 
 
Bill to:  ________________________________________________________________________ 
 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
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