
Please charge my  MasterCard Visa

Account #:  ______________________________________________

Name on Card:  ___________________________________________

Expiry Date:  _______________________________

Signature:  _____________________________________________

Contact Name:                                             

Organization Name:                                             

Address:                                                                                                 

City: Province:   Postal Code:    

Daytime Telephone:    Email Address:                                                                                                                   

Bill To:

Payment Form
294, rue Albert Street, Pièce/Suite 400

Ottawa, Ontario, Canada K1P 6E6
Téléc./Fax: 613-230-9305 | info@language.ca

To ensure your payment is processed accurately, 
please identify at least one of the two items below:

Publication order # ________________________

Invoice # _______________________________
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