
Date [ yyyyy-mm-dd]: ______________________

For the IDAC deposit made by ________________________________________________________,

I authorize the billing of all charges to the entity listed below.

______________________ ________________________________________

Signature Print name 

Contact Person Name: _____________________________________________________________

Company Name: __________________________________________________________________

Address: ________________________________________________________________________

Telephone: ______________________________________________________________________

Email: __________________________________________________________________________

Protected A  When Completed

International Depositary Authority of Canada

National Microbiology Laboratory, Public Health Agency of Canada

1015 Arlington Street

Tel:  204-789-6035

Winnipeg, Manitoba Canada

R3E 3R2

Fax:  204-789-2018


	Date: 
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	Print name: 
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	Address: 
	Telephone: 
	Email: 
	Signature: 


