
Please print all the following required information to qualify for your FREE subscription:

DEGREE (MD, DO, etc.)____________  SPECIALTY (DISCIPLINE) ________________________________________________

FULL NAME _________________________________________________  PHONE ____________________________________
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**Please note: this subscription will not be processed unless completed and signed.

ss Fold here and tape ends before mailing. ss

Please check one:
qq Yes! Sign me up for a FREE subscription to 

Practical Pain Management. 
qq Yes! Continue my existing FREE subscription. 

ID # __ __ __ __ __ __ __ # 
q No, I do not wish to continue receiving Practical Pain Management.
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(For a large organization, please include department or suite number.)

(For renewal purposes)

Free subscription to medical practitioners in the U.S. only.
PPM Communications, Inc. reserves the right to determine eligibility for a free subscription.

PPM COMMUNICATIONS, INC.
PO BOX 390
GLEN MILLS, PA 19342-9911

ADD POSTAGE
POST OFFICE

WILL NOT
DELIVER 
WITHOUT
POSTAGE

Return address:
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