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SUPPLEMENTAL APPLICATION

FEE PAYMENT BY CREDIT CARD

Please print or type the following information:

Student’s Name:
__________________________________________________

PharmCAS ID#:
__________________________________________________

Card Holder’s Name:
__________________________________________________

Billing Address for Card:
_______________________________________________


_______________________________________________


_______________________________________________


_______________________________________________

Phone Number:
(____________) _____________________________________
I will be using:
___ Visa     ___ MasterCard

Credit Card #:
__ __ __ __ - __ __ __ __ __ -__ __ __ __ - __ __ __ __ __ -

Expiration Date:
_______ / _______


Month       Year

I authorize Albany College of Pharmacy to charge $100 to the above credit card for a non-refundable Supplemental Application Fee.

Signature:   ___________________________________________________________

Please fax this form to the Office of the Dean at (518) 694-7063

106 New Scotland Avenue 

Albany College of Pharmacy and Health Sciences 

           518-694-7186

Albany, NY 12208-3492


      
           www.acphs.edu 

         

        1-888-203-8010
