DOCS Members Only

Discount Program

Name:

Address:

Phone:

SELECT THE TYPE OF PLAN YOU WANT:

o || o

SILVER =  GOLD

SELECT THE NUMBER OF MEMBERS YOU WANT TO COVER:

QUANTITY FEE . TOTAL
FAMILY
ADULT
TEEN
CHILD
Total Due: |

Signature:

By =signing | acknowlecdge and understand the
terms and disclaimers of the membership plan
offerad to me by DOCS Dental.
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or deductibles, Dt be combined with benefts,
other spacial offers or sales pr * d by DOCS Dental,

ey third=party d offers, or other d £ b
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