
 
                               300 Steeprock Drive, Toronto, Ontario M3J 2W9 
                                                       416 423-3099  
 
 
 
Date: _____________________________ 
 
 
 
I hereby authorize Toronto College of Dental Hygiene and Auxiliaries 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. 
 


