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PHONE PAYMENT AUTHORIZATION 
 
Patient’s name: ___________________________ Date of birth: ___________ 
 
 
 

Name on payment card  

Full billing address   

Last 3 or 4 CVV (on back of card)  

Expiration date  

Confirm amount to charge  

 
 
 
 
 
X_____________________________ 
      Patient signature  
 
 
 
X_____________________________ 
      Card Holder signature (if different)  
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