
Inpatient Pocket Card

QUANTITY:  
Member Price: $3           Nonmember Price: $5

Outpatient Wall Poster

QUANTITY:
Member Price: $5            Nonmember Price: $10

Membership Information

Quantity Total Price Total* 

Member Member No.

Nonmember

CODING RESOURCES ORDER FORM

Please fill in, print, and sign the form below. If paying by check, 
be sure to enclose it with this form and mail to the address on 
the left. For your convenience, you may also fax your request to 
866-638-6840. *Minimum amount: $15*

Name: 

Address:

Address:

City:  State:  Zip:

BILLING ADDRESS:  Same as Shipping Address.

Name: 

Address:

Address:

City:  State:  Zip:

PAYMENT:

Check (pay to the order of "Infectious Diseases Society of America")

Credit Card (Please select one:                                                                                                                             )DiscoverAmerican ExpressVISAMasterCard

I understand that my credit card 
and personal information will 
NEVER be sold, rented or released 
to any third party. I hereby 
authorize the Infectious Diseases 
Society of America to charge my 
credit card for this transaction.

Card Number:

Expiration Date: (mm/yy) Verification Code:

Authorized Signature:

Cardholder Name: 
(as it appears on card)

*Must be $15 or higher
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