






Your office name


Your Office Address


Your Office Phone Number





8251





________________ Date





PAY TO THE ORDER OF











____________________________________________________________  $ _____________

















_____________________________________________________________________________ DOLLARS





________________________________


Authorizing Signature





Memo:  


Limited Time Special Offer Good For New Patient Services


Valid only for _______________________________________


At the above named office for the next 30 days.


Not redeemable for cash. 


Redemption value not to exceed amount above. 








Your Office Name








