PO Box 618056

(< o E d uca ti ona I Chicago IL 60661-8056

312-421-9300 tel

Perspectlves 312-421-9353 fax

Cardholder Authorization Form

Please provide the information requested below.

I, , authorize Educational Perspectives to
cardholder name

charge my credit card in the amount of $ for the application of

applicant name

Date: /]

day month vyear

Card information:

Please bill my credit card O VISA [ MasterCard [ American Express O Discover

Name on card: Credit Card #:
Expiration Date: / CVV #: (last 3 digits on back of card)
Cardholder Signatures

Cardholder Billing Address:

(name) (number) (street) (apt. #)

(city & state) (zip or postal code) (country)
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