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Company ____________________________________________ 
 
Contact   ____________________________________________ 
 
Address _____________________________________________ 
 
City ____________________ State ____ Postal Code ________ 
 
Telephone __________________ FAX ____________________ 
 
E–mail ______________________________________________ 
 
 Pay by:  Check    or       VISA           MasterCard           AMEX  
 

Credit Card # _______________________________________________ 
 
Expiration Date ____________/___________ 
 
Card Holder Name __________________________________________ 
(PLEASE PRINT) 
 

Authorized Signature ________________________________________ 
 

 

Fax or Mail Order Form to: 
 

Dental Trade Alliance 
2300 Clarendon Blvd., Suite 1003 

Arlington, VA 22201 
PHONE 703 379-7755     FAX 703 931-9429 

www.dentaltradealliance.org 


