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New York State Department of Health AIDS Institute 

HIV Counseling and Testing Resource Directory 2004 

Order Form 

Name: ________________________________________________________ 

Title: ________________________________________________________ 

Organization: ___________________________________________________ 

Address: ________________________________________________________ 
(Street) 

(City) (State) (ZIP code) 

Telephone #: _______ ____________________ 
(Area Code) (Phone Number) 

Number of Copies Requested: ____________________ 

Date: __________________ 

Please send this form to : or By Fax to: 
Shu-Yin John Leung (518) 402-6813 
Office of Program Evaluation and Research 
Riverview Center 
150 Broadway 
5th Floor 
Menands, NY 12204 

Order Form (07/04) 


