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CHARGE AUTHORIZATION FORM

NAME (AS 1T APPEARS ON CREDIT CARD}):

PATIENTS NAME:

71P CODY FOR CARDHOLDER:

CREDIT CARD ACCOUNT NUMBER:

FXPIRATION DATE:

ADIGIT SECURITY CODE (BACK OF CARD)

COPAY AMOUNT: §, ~ OROTHER AMOUNT § _

PRE-ARRANGED PAYMENTS AUTHORIZATION AGREEFMENT

{ fwereby authorize and attow CDTA to charge my credit card account after each office visit for
che co-pay hsted above. This authority will remain in effect until I notify CDTA in writing
otherwise. If I change the credit card specified, I will provide written authorization for the new
credit card o CODTA immediately. Tn addition, I bave the right to stop payment of a charge by
notifying CITA before the account is charged. 1 understand that CDTA reserves the right to
terminate this payment plan and/or my participation therein.

signatnre 7 7 Date:




