
Credit Card Number                         -                            -                           -                            
First Name of Authorized Cardholder                                                                                  

Last Name of Authorized Cardholder                                                                                	          

Billing Address                                                                                                                                                                                             

Billing City                                                                        Billing State/Province                                                                                                

Billing Zip/Postal Code                                                        Billing Country                                                                                                         
 
Expiration Date _____________________  CVV# c c c    (Last 3 numbers on back of Visa and MasterCards)

Billing Information

c Visa
     

c MasterCard

c Check #                    
Made payable to 
“Center for Medical Education” 
in U.S. funds

SUBSCRIPTION FORM
RiskManagementMonthly.com

Mail Completed Form to:
The Center for Medical Education, Inc.

P.O. Box 600, Creamery, PA 19430 
USA

or Fax your Form to:
(888) 329-8626

One-Year Physician Pricing

*Please Note: To receive the reduced pricing a copy of your license or a letter from 
the residency director verifying training status and graduation date must be on file or 
received within 1 week of ordering. Orders without the required confirmation will be 
prorated at the full subscription price pending receipt of documentation.

One-Year Resident, PA, NP, RN Pricing* 

U.S. Rate  Canada Foreign

Digital Version $240 $240 $240

U.S. Rate  Canada Foreign

Digital Version $150 $150 $150

Subscription Type

c New Subscriber         c Renewing Subscriber

For new subscribers, please select a Username (email) and Password for online access. Be sure to write this down for future use.

Username                                                                                             Password                                                                                            
	                                                                                                                                                         (Minimum of 8 characters in length)

First Name _________________________________________________  Last Name _________________________________________________________

Home Address _________________________________________________________________________________________________________________

City ___________________________________________________  State/Province __________________________________________________________

Zip/Postal Code __________________________  Country _______________________________________________________________________________

Email _________________________________________________________________________________________________________________________

Home Phone ____________________________________________  Work Phone ___________________________________________________________

Title (check one):   c Physician - MD      c Physician - DO      c Physician Assistant - PA      c Nurse Practitioner - NP      c Registered Nurse - RN
                              c Resident - MD       c Resident - DO             

Subscriber Information

Promotion Code _______________________

To subscribe by phone, 
simply call (800) 458-4779 

(9:00am-4:30pm ET, M-F)


