
The American Surgeon
2008 Subscription Order Form

Rates for THE AMERICAN SURGEON are shown below. Please fill in the form with the correct in-
formation to enter your subscription.

All information below MUST be completed or form will not be processed.

MAIL SUBSCRIPTION TO:

Name ________________________________________________________________________
(Include individual name or department for institution.)

Tax Exempt No. _____________________________________________________(if applicable)

Address ______________________________________________________________________

____________________________________________________________________________

City ______________________ State ______ Zip __________________ Country_______

Tel ____________________________________ FAX _________________________________

E-Mail Address ________________________________________________________________

Payment must be made in US Dollars. � Check or Money Order enclosed. � P.O.# _____

� Payment by credit card. Type of Card? � VISA � MasterCard � AmEx

Name as on credit card __________________________________________________________

Credit Card Number_____________________________________________________________

Security Code (located on back of card) ____________________________ Exp. Date _______

Signature _____________________________________________________________________

Amount of Order$ _____________

Sales Tax $ _____________

Shipping $ _____________

Total $ _____________

Individual Journal $180*

Institutional Journal $300*

In Training $60*

Single Copy US $35*

Single Copy Foreign $50*

NOTE: Add $40 shipping for all foreign subscriptions! State and local
sales tax for orders in Florida, Maryland, and Pennsylvania. If your insti-
tution is tax exempt, please include the number. Sales tax or the tax ex-
empt number MUST be included for these states.

Year _____ (Back issues can be sent to make complete volume.)

*Letter from medical school or hospital must accompany orders for resi-
dents/students

Agents Must Complete Below

Agent, Enter if applicable: (see note below regarding agent discount)

**AGENT NAME

Contact Person ________________________________________________________________

Address ______________________________________________________________________

City ______________________ State ______ Zip __________________ Country_______

Tel ____________________________________ FAX _________________________________

E-Mail Address ________________________________________________________________

**Agents: Add local taxes before agent discount is deducted. Discounts (5% domestic, 10% foreign)

apply only to subscription amount. Add foreign shipping after agent discount.

Mail or FAX this completed form to:
Southeastern Surgical Congress. Publisher
141 West Wieuca Road, B100
Atlanta, GA 30342
FAX: 404/255-5442
E-mail: sesc@sesc.org


