
Please include billing address for the Credit
Card being used here:

New York State
Denta’

Foundatiol

INFECTION CONTROL CD ORDER FORM PLEASE PRINT

Name

Address

City

_________________________________State________

Zip_________________

ADA

___________________________

License :

____________________

Phone #4 3 Fax#( 3

E-mail

Local Dental Society

NYSDA MEMBERS AND HYGIENISTS

CD-ROM & One Exam

_______

x $75.00 ea. S_________

Exam Only —_____ x $45.00 ea. $_________

Total Amount $_________

NON-MEMBER DENTISTS

CD-ROM & One Exam

______

x $125.00 ea. $_______

Exam Only

______

x $60.00 ea. $_______

Total Amount
$________

Enclosed is my check for the total amount made payable to the New York State Dental Foundation

Please charge my: DVISA DMasterCard DAMEX

Card

______________________________________________Exp. __________

Mail this form to: NYSDF, 20 Corporate Woods Blvd., Suite 602, Albany, NY 12211
Credit Card Orders may be faxed to: 518-465-3219
For more information call: 518-465-0044 x282, email: jrafferty@nysdental.org


