Credit Card Payment Application Form

	Date:
	     
	Branch Name/Number:
	     

	Client Name:

	Client Number:
	     


     
Client Address:

     
     
     
	Card Holder Name:
	     
	S.S. #
	     


Card Holder Address:

     
     
     
Card Holder Telephone #:
     
Relationship to Patient:
     
Amount to be charged:
     
Charge to Dates of Service:
     

Are We Authorized To Charge Subsequent Billing To Client's Credit Card?


	  
	Yes
	  
	No


Is There A Signed Pre-Authorized Form on File with Corporate?


	  
	Yes
	  
	No
	   
	Attached



	Card Type:
	  
	MasterCard
	  
	Visa
	  
	Discover


	Account #:
	     
	Card Expiration Date:
	     


Authorization #:
     
	Invoice #
	     
	Amount
	     

	Invoice #
	     
	Amount
	     

	Invoice #
	     
	Amount
	     

	Invoice #
	     
	Amount
	     

	Invoice #
	     
	Amount
	     

	Invoice #
	     
	Amount
	     

	Invoice #
	     
	Amount
	     


Requested By:
     
