Pre-Authorized Credit Card Payment Form

I authorize Your Company to keep my signature on file and to 

charge my
MasterCard
     
Visa
     
Discover
      account for:

	Charges not to exceed 
	     
	for:



	  
	This visit only:
	     



	  
	All visits during my current hospitalization from:
	     
	to
	     



Patient Name:       
Card Holder Name:       
Card Holder Address:
     




     




     
	Credit Card Account Number:
	     
	Card Expiration:
	     


Cardholder Signature:  ______________________________    
  Date:  ___________

