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Credit Card Authorization Form

Please  completeall fields.You may cancel this authorization at any time by contactingus.
This authorization will remainin effect until cancelled.
[image: ]PATIENT NAME:                                                             DOB:                                     

	Credit Card Information

	Card Type

	□ MasterCard                        □VISA        □Discover        口 A M E X

	□Other

	Cardholder Name(as shown on card)

	Card Number:                               SEC Code:

	Expiration Date(mm/yy):

	Cardholder ZIP Code (from credit card billing address)



Your signature indicates Incinta Fertility Center has the authorization toprocess payments described as services.A receipt of service is to be given after such transition is completed.
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Patient  Signature                                         Date
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