i
PHYSICIANS DEVELOPMENT PROGRAM Inc B
157 Adelaide Street West, Suite 112 ' [ U L S E
Toronto, ON M5H 4E7 Canada PROGRAM

Quality at Work

CREDIT CARD AUTHORIZATION FORM

CARD TYPE (circle one): MASTER CARD VISA AMEX

NAME AS IT APPEARS ON CARD:

CARD NUMBER:

EXPIRATION DATE: SECURITY CODE:
BILLING ADDRESS:
Street: Suite/Apt/Unit:
City: Province: Postal Code:

I authorize the Physicians Development Program Inc. dba PULSE 360 Program to
bill this credit card for all my PULSE Program-related services included but not
limited to survey assessments, reports, professional time, coaching and/or
consultations.

TODAY'S DATE: SIGNATURE:

PLEASE FAX COMPLETED FORM TO (888) 974 1427
OR EMAIL IT @ BILLING@PDPFLORIDA.COM




