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Authorization to Charge Credit Card Account 
 
 
 
 
Patient’s Name: ________________________________________________________ 
 
Cardholder’s Name (if different): __________________________________________ 
 
Type of Pymt (circle one):    VISA        MC        DISCOVER        CHECK #______ 
 
Account Number: _____________________________________________________ 
 
Expiration Date: ______________________________________________________ 
 
Security Code: ________________________________________________________ 
 
Payment Amount:  $____________________________________________________ 
 
Signature: _____________________________________________________________ 
 
Date Signed: ___________________________________________________________ 
 
Date Charged: _________________________________________________________ 
 
Patient’s Address: ______________________________________________________ 
 
Patient’s Daytime Phone: ________________________________________________ 
 
Cardholder’s Address (if different):________________________________________ 
 
Cardholder’s Daytime Phone (if different): __________________________________ 
 


