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Mail Order Form


To:  Sri Lanka Ayurveda Hospital                                                        Merchant ID - 93006

        No. 321, Galle Road,


        Hikkaduwa,


        Sri Lanka.

Details are as follows :


Card No.

:
…………….     …………….     ……………..     ……….…..


Issuing Bank

:
…………………………………………………………….


Name of Cardholder
:
……………………………………………………………..


Cardholders Adress
:
………………………………………………………………

………………………………………………………………






………………………………………………………………


Passport No / NIC
:
…………………………….


Amount

: 
LKR  …………………….


Amount In Words
:
……………………………………………………………….






……………………………………………………………….


Type of Card

:
MasterCard / Visa Card


Expiry Date

:
………  / ………


CVC II  No.

: 
………………….


( The last three digits following the card number indented at the back of the card in the signature panel )


Mothers Maiden Name : …………………………………………………………………


I authorize you to debit my above Visa / Mastercard for the contracted goods/services.


…………………………………………………..


…………………………


Signature of  Cardholder






Date


Encl. Photo copy of the Card (Both Sides)



