2012 Family Medicine Subscription Order Form

Name:   


Address:


City: State: Zip:


Country:


Phone: Fax:


E-mail:


Method of Payment: 


Invoice me 
  
 

Check 
  
 

Master Card 
VISA 
American Express

 Credit Card Number:


 Expiration Date:


 Signature 


(Name as it appears on card)

Type of Subscription: 

New  
Renewal
Institution ($195)

Return this form to Jason Pratt, Society of Teachers of Family Medicine, 11400 Tomahawk Creek Parkway, Suite 540, Leawood, KS 66211, 913-906-6000, ext. 5416, Fax: 913-906-6096, jpratt@stfm.org.

