
ISTSS Master Clinician Demonstration Set Order Form 
  CE Credit Not Available 

  Online Access Only    USB Drive 

       Select One:    Select One: 

  $50 Member      $100 Non-member   $70 Member      $120 Non-member 

Name/First Name     Surname/Family Name  

Institution/Company/University/Hospital/Organization 

Address 

City    State/Province    ZIP/Postal Code 

Phone  Fax 

E-mail (Required) 

 

Are you an ISTSS Member? Yes   No 

PAYMENT: Amount: $ __________  

  MasterCard       Visa       American Express       Check (US dollars only; payable to: ISTSS) 

Name on Card   

Card Number         Expiration Date 

Signature  

Billing Address (if different from above): 

Fax this form to: +1‐847‐686-2253 or mail to: ISTSS, One Parkview Plaza, Suite 800, Oakbrook Terrace, IL, 60181, USA. 


