
 

X-RAY BADGE SERVICE/ORDER FORM 

OFFICE NAME________________________________________________________________ 

ADDRESS____________________________________________________________________ 

CITY_______________________________________STATE_____________ZIP____________ 

CONTACT NAME_____________________________________PHONE__________________ 

 

1.____________________________________________________________________________ 

□QUATERLY □MONTHLY □FETAL 

SOCIAL SECURITY NO.______________-_________________-________________ 

2.____________________________________________________________________________ 

□QUATERLY □MONTHLY □FETAL 

SOCIAL SECURITY NO.______________-_________________-________________ 

3.____________________________________________________________________________ 

□QUATERLY □MONTHLY □FETAL 

SOCIAL SECURITY NO.______________-_________________-________________ 

4.____________________________________________________________________________ 

□QUATERLY □MONTHLY □FETAL 

SOCIAL SECURITY NO.______________-_________________-________________ 

5.____________________________________________________________________________ 

□QUATERLY □MONTHLY □FETAL 

SOCIAL SECURITY NO.______________-_________________-________________ 

ADDITIONAL NAMES? PLEASE COPY THIS FORM OR USE A SEPARATE SHEET 

    □CHECK ENCLOSED       □ VISA, MASTERCARD, DISCOVER OR AMERICAN EXPRESS 

 

FAX, EMAIL OR MAIL YOUR ORDER TO: 

34842 MOUND RD STERLING HEIGHTS MI 48310 

SALES@KABDENTAL.COM 

586-983-2506 


