
Order Form
Name: ______________________________________________________________________________________________________

Address: ____________________________________________________________________________________________________

Phone:  __________________  Email: ______________________________________________________________________________

Institutional/agency affi liation: ___________________________________________________________________________________

Discipline/role: ________________________________________________________________________________________________

My role is primarily: 
❑ Faculty/teacher       ❑ Clinician        ❑ Administration        ❑ Clergy        ❑ Community leader        ❑ Volunteer        ❑ Family member

❑ Other (please specify) ________________________________________________________________________________________

I intend to use this fi lm for: (please check all that apply) 
❑ Teaching students (please specify disciplines and level – graduate, undergraduate, high school, other) ________________________

____________________________________________________________________________________________________________

❑ Teaching professionals (please specify disciplines) _________________________________________________________________

❑ Advocacy within my institution  ❑ Advocacy within the health community   ❑ Legislative/governmental advocacy

❑ Family support programs   ❑ General community awareness  ❑ Personal use

❑ Other (please specify) ________________________________________________________________________________________

I heard about the DVD from:
❑ Professional conference          ❑ Website          ❑ Colleague or friend

❑ Other (please specify) ________________________________________________________________________________________

L I F E

L E G A C Y

Quantity Price Total

$59/each
Shipping and handling (in the U.S.) $3.50

Sales tax 7% 
Amount enclosed/charged

* If tax exempt, please indicate number and   
 include a copy of your “Certifi cate of Exemption”  
 with your order. Purchase Orders are welcome.

Please accept my order for:

Portraits of   L I F E , L O V E  &   L E G A C Y   through Pediatric Palliative Care

Please make check payable to Northeast Ohio Medical University. 
Send payment and this form to: 

Offi ce of Palliative Care, Northeast Ohio Medical University, 4209 St. Rt. 44, PO Box 95, Rootstown, Ohio, 44272.
 

Or, please charge to your:         ❑ MasterCard         ❑ Visa         ❑ Discover         ❑  AMEX

Account #:  _________________ Security code: _____ Exp. date:  _____________  Amount to be charged: $  ___________________

Full billing address:  ____________________________________________________________________________________________

Signature: _____________________________________  Please scan this form and email to csd@neomed.edu or fax to 330.325.5907.

For more information, email csd@neomed.edu or call 330.325.6360 or 330.325.6359.


