
 
3030 East Broadway, Vancouver, B.C V5M 1Z4 

 
 
 
Date: _____________________________ 
 
 
 
I hereby authorize Vancouver College of Dental Hygiene to charge my: 
 
 
 Visa  #  ______________________________ 
 
 
 MasterCard  #_________________________    or 
 
 
 
In the Amount of $______________________. 
 
 
 
Name of Cardholder: _______________________________       (please print) 
 
 
Expiry Date:              _______________________ 
 
 
Signature:                  _______________________________ 
 
 
Date:                         _______________________ 
 
 
 
 
 
I   AM   FULLY   RESPONSIBLE   FOR THE ABOVE TRANSACTION. 
 
 


