
 

 
 
 
 

CREDIT CARD PAYMENT ADVICE 
 
Contact Name: _____________________________________ 

 
Contact Phone Number:   _____________________ 

 
Contact Fax Number:    _____________________ 
 

Address:   _____________________________________ 
(Tickets will be posted) 

   _____________________________________ 
 

 
Cardholders Name ______________________________________ 

 
Credit Card Number_________ /________ / ________ /________ 

(Please write clearly) 

Credit Card Type (please Circle) 
 

MasterCard   Amex  Visa  Diners 
 
Expiry Date_____  / ______ 

______________________________________________ 

Number of People     Amount 

_____________________  @ ___$70 per person____ 
 

             Total $_________________ 
  

Signature:   _____________________________________ 
 

   (This Credit Card Charge will show as “Leukaemia Foundation” on your statement) 
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OFFICE USE ONLY 
Table Number:__________________  Receipt Number: ____________________ 
 

Tickets Posted  - Date: _____________ 

Leukaemia Foundation, Po Box 6577, Cairns  Qld  4870.   Phone 07 4041 1454 Fax 07 4031 6701 

Email ajarrett@leukaemia.org.au   ABN: 57057493017 

 

 

 


