
   Date ________________________ 

   Name ________________________________________________________ 

   Address ______________________________________________________ 

   City ___________________________    State ________ Zip ____________  

   Phone Number__________________ Email ________________________ 

  American Express Discover            Visa           Mastercard        Cash 

Card # ________________________________________ Expiration Date _________________ 

Amount $__________________ Signature _______________________________________________ 

 

Please note the charge will read as "Children's Healthcare Foundation" on your credit card statement. 
Thank you for supporting the Aflac Cancer Center at Children's Healthcare of Atlanta. 
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