	APPLICATION

	FOR RECEIPT OF A SPECIL DISCOUNT FOR DR.WEB ANTI-VIRUS PRODUCTS 
PURCHASED BY MEDICAL INSTITUTIONS  


	Kindly fill out all the fields of the application!

	Medical institution name
	 

	Country:
	 

	Post address (do not forget to add Zip code)
	 

	Telephone
	 

	E-mail
	 

	Contact person:
	 

	Selling company (Dr

 Authorized partner) or online store:
	 

	 
	 

	Purchased Dr.Web product:
	 

	Quantity of protected objects:
	 

	License renewal (yes/no)
	 

	Name the antivirus  used before, if any:
	 

	May we refer to your organization? (to show Dr.Web antivirus protects your organization)
	 

	How did you learn about Dr.Web?
	

	 

	Thank you for answering these questions!

	 

	The application should be signed and stamped by the applicant,  and not by the reselling company

	Name/ Surname:
	 

	Job title:
	 

	Date:
	 


     (stamp)

The application should be sent vi e-mail to reg@drweb.com
Or by fax +7(495) 789-45-97

