
Date: ________________________

NAME          : ______________________________________________

ADDRESS    : ________________________________________________________________________________

To CASHIER: 

       Please charge the amount of   ________________________________________________ Php ____________ for:

   

(       ) Written Examination fee

(       ) Oral/Practical Examination fee

(       ) Others. Please specify ___________________________

Name/Signature: ____________________________

Amount: __________________

Cash/PMO/Check. No.  _______ Date:__________

O.R. No. Issued __________________ Date:__________
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