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Credit Card Payment Authorization Form  

If you wish to have your credit card on file for payment of future appointments, please indicate your credit card 
information below and sign where indicated.   Our office accepts VISA or MASTERCARD. 	

	
 
I agree to have my credit card charged for medical appointments for the following patient.  
I understand that I will be charged for appointments cancelled with less than 48 hours notice.  
 
Patient Name: __________________________________________________________________________  
 
Name on Card: _________________________________________________________________________  
 
Address (associated with card): ______________________________________________________________  
 

                                      ______________________________________________________________  
 
Credit Card Number: _____________________________________________________________________  
 
Circle One:   MC   Visa    Exp. Date: __________          CSC (3 digits on back): __________  
 
 

Signature: ______________________________________  
 

Printed Name:___________________________________  
 

Date:_________________ 
 
 


