
Travel Medical Seminars Order Form

Seminar Title ________________________________    Seminar Location _________________________

Seminar Start Date __________        Seminar End Date ______

Personal information

First Name____________________________________    Last Name __________________________
SSN ___________________________     Profession __________________________

Billing Address

Address _______________________________________________________  City ______________________
State ___________   Zip/Postal code ____________   Country ________

Shipping Address  
(leave empty if same as billing address)
Address _______________________________________________________  City ______________________
State ___________   Zip/Postal code ____________   Country ________

Contact Information

Phone__________________________      E-Mail  ___________________________________
Fax ____________________________

Payment 

Credit Card Type (Circle one)

Amex, VISA, MC, DISC       CC # _________________________________________ Exp Date __________

Fax to 310-392-4212


