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ASSH Mailing List Request Form 

Requests may be faxed to 847/384-1435 or emailed to Donna Decker at ddecker@assh.org.
Contact Name__________________________________________________________________

Company Name___________________________________________________________

Mailing Address_______________________________________________________________

City _________________________________State______________ Zip______________

Telephone___________________________ Fax___________________________

Email____________________________________________

( Entire membership requested ~ 3100
(Includes Active, Senior/Retired, Lifetime, Candidate, Candidate Fellows, Candidate Residents, International, Affiliate, Supporting and Honorary categories)

( Partial membership requested – Please Specify


( Physician members only

( US members only



( Allied Health (Affiliate) members only




( US members only



( Practicing members only

( Other membership categories (circle each above)


( Specific state(s), limit of 10____________________________________



____________________________________________________________

Key Coding Information______________________________________________

Label Sort Order


( Alpha by Last Name (default)


( Zip Code


( State


( Other, list details____________________________________________

	Count
	Cost 
	Shipping & Handling

	201 names - Complete list
	$1200
	20.50

	1 – 200 names
	$100
	20.50


ALL Membership list orders must be pre-approved and prepaid. Payment details are on the following page.
ASSH Mailing List Request – Payment Details 
The label order will not be processed until receipt of payment. Pay by credit card or check.

Credit card:
( Visa

( MasterCard

( American Express

Card Number________________________ Exp. Date__________ Security Code (CSV) __________

Make checks payable to: American Society for Surgery of the Hand.  Mail the check, the sample mailing, and a copy of this form to: 
American Society for Surgery of the Hand

Department 1005

PO Box 6500

Chicago, IL 60680
Required to Order:

· Completed form 

· Signed mailing list policy

· Sample of your mailing

· Payment - If paying via check the label order will not be processed until receipt of the payment.

If the mailing address for the labels ordered is different from the contact information provided on the request form, please provide the complete mailing information for the labels ordered and include this information when returning the request form.
MAIL LABELS TO:

Company_____________________________________________________________________________

Contact Person_________________________________________________________________________

Mailing Address (No PO Box) _____________________________________________________________

City_______________________________State___________________________Zip_________________

Contact Phone________________________ Email_______________________________________
