Dentod Assisting [nstitinde

Dafte:

| authorize Dental Assisting Institute to charge

My Credit Card in the amount of $ for

| understand that this payment is non-refundable and non-cancellable.

Signature

Credit Card: Visa MC

Complete Credit Card Number:

Complete Name of Cardholder:

Expiration Date:

Security Code:

Daytime Phone Number:

NOTE: A copy of both sides of the credit card and both sides of the holder’s
identification card must be submitted. Payments cannot be taken without
these two items.

**++* Please fax completed form, copy of both sides of Credit Card and both
sides of ID Document to (209) 661-9005

209-527-0101
605 Standiford Avenue, Suite H
Modesto, CA 95350
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