
Name on Card: Card Type:

Card Number: Expiry Date:

Amount:

Signature: Date:

I authorize The Hospital for Sick Children to deduct the following amount from my credit card:

Sparrow Lake Alliance
The Hosiptal for Sick Children
555 University Avenue
Toronto, ON M5G 1X8

Phone: (416) 813-8922
Fax: (416) 813-6011
contact@sparrowlake.org

PAYMENT AUTHORIZATION FORM


