
Connecticut Society of Eye Physicians
PO Box 854, Litchfield, CT 06759

email to: debbieosborn36@yahoo.com

Request foR Duplicate oR 
pRevious ceRtificate(s) of cReDit

 
Name: ________________________________________________________________________________

Address: _______________________________________________________________________________
                   (If you want certificate(s) mailed to you)

E-mail address: _________________________________________________________________________
                                   (If you want certificate(s) e-mailed to you)

Please issue Certificate of Credit for the following CSEP Program (up to 3 years)  that I attended:

Date(s): ___________________________________________________________________________

Payment $12.00/certificate  Send Check  to: CSEP, PO Box 854, Litchfield, CT 06759 or fill out 
 Credit Card information and e-mail to: debbieosborn36@yahoo.com 

–––––– Visa          –––––– Mastercard        –––––– American Express

–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /–––– /
(16 digit card number)

–––– /–––– /–––– 
(Expiration date)

–––– /–––– /–––– 
*3 digit # that appears on the back of the Visa/Mastercard

–––– /–––– /–––– /––––
*4 digit # that appears on the front of the American Express

 $__________ Total amount charged 

_______________________________________      _______________________________________ 
              (Card holder’s name)    (Card holder’s signature)

                                        ____________________________________________        
*(Card holder’s Zip Code Address)         

*Necessary to process 


