
 

Disability Medicine Journal ORDER FORM  

Name:________________________________________________________________________  

Title: ________________________________________________________________________  

Company/Clinic:_______________________________________________________________ 

Street Address: ________________________________________________________________  

City: _____________________________ State: _________ Zip: ________________________  

Phone: ______________________________ Fax:____________________________________  

E-Mail_______________________________________________________________________  
  
r  I am a physician.  Medical Specialty___________________________________________  
 

r Other____________________________________________________________________ 
  
  U.S. Residents $150 per year – 4 quarterly issues.  
  International subscription $150 per year – 4 quarterly issues.  
 

Payment Information:    
 

r  Payment by Check:  Please make to ABIME   
                                                                                               
r  Payment by Credit Card:   q Visa      q MasterCard      qAmEx      qDiscover 
 

Card Number:         Expiration Date:______/______ 
 

Signature:          Date:   _ 

You may fax this form with payment information or send it with a check to: 

The American Board of Independent Medical Examiners (ABIME) 
6470A Merritts Creek Road, Huntington, WV  25702 

Call (877) 523-1415 or (304) 733-0095; Fax (304) 733-5243; 
info@abime.org   OR   Visit our website at www.abime.org 

 


