
Shipping Charges: FEDEX Ground (1 to 5 business days) or USPS Media Mail (2 to 9 business days).

We are required to add sales tax to all orders from WA and WY.

Subtotal

Sales Tax

10% Off First Order (applied to subtotal, before shipping. Does not apply to customization charge.

Shipping

Total

Product Description Qty Unit Price Total Price

2.00500+  24-Page Custom Brochure       (Black Ink order minimum is 500)

1.901000+  24-Page Custom Brochure    (Full Color order minimum is 1000)

1.801500+  24-Page Custom Brochure

1.702000+  24-Page Custom Brochure

* Additional design fees may be incurred, if client requests special customizations. Call for details.

**Shipping will be added. It is what FEDEX Ground or USPS Media Mail charges from East or West 
Coast to your location. Shipping is approximately $50 to $125 per 500 24-page brochures.
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Please check one option: NSSD Lumbar Only NSSD Lumbar with Cervical

Return via fax to: 702-446-8397 or Call: 877-968-8631

One half of the cost of order is due immediately prior to printing. 
Second half just before shipping.  These two charges occur up to four weeks apart.

24-PAGE BROCHURE COMES SHRINK-WRAPPED IN 25-COUNT BUNDLES.

1.602500+  24-Page Custom Brochure

1.503000+  24-Page Custom Brochure

150.00*Black Ink Customization for 24-Page Front/Back Covers

400.00*Full Color Customization for 24-Page Front/Back Covers

Custom Order Form: 24-Page Brochure (4-Page Order Form on Page 2)
This Non-Surgical Spinal Decompression Patient Brochure

is a 24-page 8.5”x11” magazine style booklet.

VAX-D Lumbar Only VAX-D Lumbar with Cervical

Custom Black Ink 24-Page Brochures: 500 Minimum. Custom contact info in black ink is placed in desig-
nated area on back page. Front page doctor quote may be replaced with either a patient or doctor quote or 
contact info/logo.

Custom Full-Color 24-Page Brochures: 1000 Minimum. Custom contact info in full color is placed in 
designated area on back page. Front page doctor quote, may also be replaced with custom full color 
info. and yellow patient testimonial boxes throughout may be replaced with your own patient or doctor 
testimonials. Page 4 quote box can be replaced with your own quote and picture, as well as your own 
patient or doctor testimonial.



10% Off First Order (Does not apply to shipping, folding, or special design fees.)

Please check one:

Please check one:

Lumbar Only

Generic Spinal Decompression

Lumbar with Cervical

VAX-D®

Product Description Quantity Unit Price Total Price

.392500+  4-Page Black Ink Only Custom Brochure — Minimum 2500

.355000+  4-Page Black Ink Only Custom Brochure 

.395000+  4-Page Full Color Custom Brochure — Minimum 5000

.3510,000+  4-Page Full Color Custom Brochure

* Additional design fees may be incurred, if client requests special customizations. Call for details.

**Shipping will be added. It is what FEDEX Ground charges from East or West Coast to your location. Shipping is ap-
proximately $50 to $125 per 2500 brochures.

Return via fax to: 702-446-8397 or Call: 877-968-8631

One half of the cost of order is due immediately prior to printing. Second half just before shipping.   
These two charges occur approximately 7 – 10 days apart.

Planning On Doing A Mailer?
If so, you’ll love our print & fold option.

(Available for custom orders only.)
For just $25 (per 2500), you can have your 4-Page 
brochures mechanically folded in half (fits in a 6” x 9” 
envelope), or in thirds (fits in a 4¼” x 9” envelope).

Order the folding option here:

25.00 per 2500Please fold my brochure in _____ half   or   _____ thirds (Check One)

Folded in half Folded in thirds
Example of mailers in window envelopes 

(envelopes available at www.uline.com)

Custom Order Form: Four (4) Page Brochure
This Non-Surgical Spinal Decompression Patient Brochure

is made from one 11”x17” sheet folded in half to make four 8.5”x11” pages.
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Shipping Charges: FEDEX Ground (1 to 5 business days) or USPS Media Mail (2 to 9 business days).

We are required to add sales tax to all orders from WA and WY.

Subtotal

Sales Tax

Shipping

Total

4-PAGE BROCHURE COMES SHRINK-WRAPPED IN 100-COUNT BUNDLES.

Black Ink Custom Brochures: 2500 Minimum. Custom contact info in black ink is placed in designated area on back 
page. Front page doctor quote may be replaced with either a patient or doctor quote or contact info/logo.

Full-Color Custom Brochures: 5000 Minimum. Custom contact info in full color is placed in designated area on 
back page. Front page doctor quote, may also be replaced with custom full color info. and yellow patient testimonial 
boxes throughout may be replaced with your own patient or doctor testimonials.
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1.) High Resolution Logo: 
 Logos must be at 300 dots per inch and AT THE VERY LEAST 3 inches at its widest or tallest measurement. 

For example, if you have a horizontally long logo, please make sure it is at least 3 inches wide and 300 dots 
per inch, even if it is only 1 inch in height. Logos are accepted in the following formats: JPEG, TIFF, EPS, 
PDF, vector, or Illustrator vector. Logos pulled from the web are unfortunately too low of a quality to print. 
If you do not have a print-quality logo, but like your current logo design, we offer logo re-creations begin-
ning at $75 for quick and easy reproductions. We charge $50 per hour after the first hour. We also create 
original logos: $150 starting price for text-only logos, and $300 starting-price for illustrated logos. Each 
logo design comes with 3 rounds of revisions. Additional revisions come at a charge of $50 per hour. 

2.) Testimonials and Photos: If you’d like to use any of your doctor or patient testimonials and 
photos for the front cover, back cover, page 4 for the 24-page brochure, or page 2 in the four page, 
please send the quotes and photos to orders@mediawestpublications.com. We encourage all doctors 
to obtain and keep on file signed release forms for all patient testimonials and photos.

3.) For Full Color Customizations: Please see page 3 and check which cover you’d like. 

4.) Information to Be Used In Custom Brochure Space:

Checklist of Things We Need From You

Clinic Name on Brochure:

Doctor or other medical professional names, if any you would like listed:

Clinic Address:

City:        State:     Zip Code:  

Telephone:  (              ) ________ – ____________  Fax:  (              ) ________ – ____________

Second Clinic Address:

City:        State:     Zip Code:  

Telephone:  (              ) ________ – ____________  Fax:  (              ) ________ – ____________

Clinic Website Address (If applicable):

Company Slogan (If applicable): 

Please send logos and testimonials to orders@mediawestpublications.com

Please Return this page via fax to: 702-446-8397
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CREDIT CARD PAYMENT INFORMATION:
MasterCard _______        Visa _______        Discover _______        AMEX _______

Credit Card Number: ____________________________________________________________________

Exp Date: _________   Security Card Code (3 digit code on back. 3 or 4 digit code on front of AMEX) _______________

Name on Card: _________________________________________________________________________________

Your Billing Company Name, If Applicable:  __________________________________________________________

BILLING ADDRESS FOR CREDIT CARD OR BANK CHECK:
Billing Address is same as shipping: ________

Billing Address:   ________________________________________________________________________________

City: _____________________________________________     State: ________     Zip Code: ___________________ 

Billing Telephone:  (                   ) __________ – ______________ 

BANK CHECK PAYMENT INFORMATION:
Account Type:   ____Business Checking     ____Personal Checking      ____Business Savings      ____Personal Savings

9-Digit Bank Routing Number: ____________________________________________________________________

Bank Account Number: _______________________________________________ Check #: ___________________

Bank Name: ___________________________________________________________ Bank State: ______________

Check Signer’s Name: ___________________________________________________________________________

Check Signer’s Driver License #: _________________________________   Driver License State: ________________  

Name or Company Name on Check: _______________________________________________________

Please Return this page via fax to: 702-446-8397
Please print all information neatly. 

SHIPPING AND CONTACT INFORMATION:
Company: _____________________________________________________________________________

Contact Name: _________________________________________________________________________

Mailing Address: ________________________________________________________________________

City: __________________________________________  State: _________  Zip Code: ________________

Telephone:  (              ) ________ – ____________  Fax:  (              ) ________ – ____________

Email: ________________________________________________________________________________

Clinic Website Address (If applicable) _______________________________________________________

How did you hear about us? ______________________________________________________________
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