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PAYMENT














Credit Card:


(  )  Visa


(  )  Mastercard


(  )  American Express


(  )  Discover


#_____________________________


Exp. Date: ____/_____


VIN* #: ____________


*3 digit code on the back of your card











Checking Account:


Bank:_________________________


Routing #:_____________________


Account #:_____________________





Please attach VOIDED check.











I would like to support the St. Lawrence Catholic Campus Center with a gift of $________ per month





*Contributions will be withdrawn on the 10th or 25th day of each month.


What day would you prefer?  ______ 





MONTHLY GIFT AMOUNT





AUTHORIZATION











I authorize the St. Lawrence Center 


to process this gift  until otherwise instructed.





Signature:








(if submitted online, please type your name)





(same as billing address)








_______________________


Name





_______________________


Address





_______________________


City, State





_______________________


Zip Code





_______________________


Email





_______________________


Cell Phone Number





_______________________


Home Phone #














St. Lawrence Catholic Campus Center


Electronic Fund Transfer for Campus Ministry 











CONTACT INFO








