
 
 

 
 
 

*****CREDIT CARD AUTHORIZATION***** 
 
PATIENT NAME:_______________________________________________________ 
 
                 MARTIAL STATUS:_________________________________________ 
 
STREET:_______________________________________________________________ 
 
CITY:_________________________________ STATE:__________ ZIP:___________  
 
Home Phone:_________ 
 
Employer:______________________________________________________________ 
 
Business Phone: (         )_________________ 
 
 
PLEASE CHECK ONE 
 
   DISCOVER 
 
   AMERICAN EXPRESS 
 
  VISA 
 
  MASTERCARD 
 
ACCOUNT NUMBER:___________________________________________________ 
 
NAME ON ACCOUNT:___________________________________________________ 
                                             Please print name exactly as it appears on the card! 
 
CARD EXPIRATION DATE:______________________________________________ 
 
AMOUNT TO BE CHARGED:____________________________________________ 
 
SIGNATURE OF CARDHOLDER:_________________________________________ 
 

 *****PLEASE FAX TO : (732) 339-9400*****  


