; .:3':' THE AMERICAN COLLEGE OF PSYCHIATRISTS

122 5, BAchigan Swe,  Sute 1350 Chicaga, IL G605
Phona 512,62, 10 Fax 3126621028  waw ACPayeh.arg

PIPE Order Form

Please return via fax/mail with credit card information or check.

Name:

Mailing Address:

City, State, Zip:

E-mail: Phone:

Medical License Number/State:

Credit Card Information ([ billing address is the same as mailing address)

Name on Credit Card:

Billing Address:

City, State, Zip:

Visa or MC Number:

V # (3 numbers on back of card): Expiration Date:

Authorized Charge: [ $249

H $195 (for Members of The American College of Psychiatrists,
current and former Laughlin and PRITE Fellows, and Residency
Program Directors)

I confirm that the foregoing information is true, complete, and correct. I further confirm that if any information is later
determined to be untrue, incomplete, or incorrect for any reason, I will be held accountable under penalty of law and
that The American College of Psychiatrists reserves its right to take such action(s) as it deems necessary and
appropriate to protect the integrity of the examination.

Signature of Applicant Date

Web site order form 3.08



