
We’ll drive the patients to  
you and send a rebate, too.
You get a $10 rebate for each  
Philips Zoom patient coupon redeemed

Just follow these 3 easy steps:

1. Honor your $100 Off Philips Zoom 
Professional Whitening coupon  
before 12/31/12

2. Enclose this rebate form and the 
original consumer coupons

3. Mail to 
Philips Zoom Whitening� 
PO Box 29389�  
Shawnee Mission, KS 66201

This rebate may not be combined with any other rebates or coupons. Torn, faxed, or photocopy of the coupon, or illegible or incomplete rebate forms submitted will not be accepted or eligible for rebate check. Not 
redeemable in retail stores. Offer valid through 12/31/12. Must be postmarked no later than 2/28/13. Limit one rebate per patient or address. Keep copies of all submitted materials for your records. Lost or stolen, 
damaged or expired rebate  checks/items will not be replaced. Offer good only in the U.S. and void where prohibited, restricted or taxed by law.  Allow 6-8 weeks for receipt of rebate checks. © 2012 Discus Dental, LLC. 
All rights reserved. Philips is a registered trademark of Koninklijke Philips Electronics N.V.  20-2897 011012.
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