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CREDIT CARD PAYMENT AUTHORIZATION

Patient Name: _________________________________________________

CARDHOLDER INFORMATION:

Type of Card:     Visa    Mastercard    Discover

Cardholder Name: _____________________________________________

__________________________________________________________________
         (Street Address)
__________________________________________________________________
(City)                                              (State)                                     (Zip Code)

Credit Card Number: ___________________________________________

Expiration Date: ___________________ Security Code: ______________

Amount Due: __________________



I hereby authorize Belinda J Torres Ph.D. to run my card for any copays or balances due.

_________________________________________    ______________________
Client Signature						    Date
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