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LAST NAME FIRST NAME

H\IIIII“IIIII“III\H\IIIII“IIIII“I\D

ADDRESS TELEPHONE NUMBER

CITY STATE ZIP CODE

EMAIL ADDRESS

DESCRIPTION QTyY PRICE | TOTAL
AMD (Small Qty: 1-9 copies) 4.00

AMD (Medium Qty: 10-99 copies) 3.00

AMD (Large Qty: 100+ copies) 2.50

AMD (Parish Rate: 50 copies min.) 2.00

GRAND TOTAL

Make checks payable to: CATHOLIC DIOCESE OF ARLINGTON
OFFICE FOR FAMILY LIFE, P.O. BOX 1960, MERRIFIELD, VA 22116-1960




