
 
TBSE 

Fax-Back Form 
 
 

First Name:____________ MI:___ Last Name: ____________________ 
 
Title: [ ] Dentist [ ] Hygienist [ ] Assistant [ ] Other: __________________ 
 
Practice Name: _____________________________________________ 
 
Practice Street Address: _____________________________________ 
 
City:_________________ Province/State:________________________ 
 
Country:______________ ZIP/Postal Code:______________________ 
 
Phone:_______________ Email: _______________________________ 
 
 
 

***Please Select One of the Following*** 
 

[  ] I’m ready to register now. Call me. 
  
[  ] I’m not ready to register. Send me more information.  
 
How would you like the information sent?  
[  ] Email 
[  ] Fax 
 
The best time to reach me is:  
 
______________________________________ 
 

 
***Send Form to 410 -526-5186*** 


