
Subscription Form for Aerospace Medicine and Human Performance 
 
Type of subscription: __ Individual __ Institution 
 

  
       Discover    

 
   Amex 

 
   Master Card 

 
   Visa 

 
Amount: $_________________ 
 
Card #                                                                                          Expiration Date __________                                           
 
CVV #: ________ 
 
Name and Signature of 
Cardholder______________________________________________ 
                                                                                                                   
For your convenience you may fax credit card payment information to (703) 739-9652. 
 
Name_________________________________ 
 
Address_______________________________ 
 
City_______________State_____ Zip________ 
      
Phone_____________________  
 
FAX _____________________ 
 
E-mail ____________________ 
 
AEROSPACE MEDICAL ASSOCIATION 
320 South Henry Street 
Alexandria, VA 22314-3579 
www.asma.org 
PHONE (703) 739-2240 Ext. 107    FAX (703) 739-9652 
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