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CREDIT CARD AUTHORIZATION FORM

THIS FORM AUTHORIZES MICCASS PHYSICAL THERAPY TO PLACE A CHARGE ON THE FOLLOWING CREDIT CARD
CREDIT CARD  
   		   VISA		  MASTERCARD 	     AMEX               HSA

Cardholder Name
Credit Card Number 		        	- 	                   - 			- 
Expiration Date
CVV Code (Three/Four Digit Number on the back of card)

BILLING INFORMATION (If different than patient information)                                                                              
Name:______________________________________________________________________
Address:___________________________________________________________________________
City:_________________________		State:_________	Zip:__________      
Phone# _____________________ Email Address: ____________________________________________


I understand that this authorization is in effect until the payments are made in full or I cancel it in writing or whichever comes first, and I agree to notify the business in writing of any changes to my account information or termination of this authorization at least 15 days prior to the next billing cycle. If the above chosen payment date falls on a weekend or holiday, I understand that the payment may be executed on the next business day. In case of this transaction being rejected for non sufficient funds (NSF) I understand that Miccass Physical Therapy may at its discretion attempt to process the charge again within 30 days. I certify that I am an authorized user of this credit account and will not dispute Miccass Physical therapy billing with my bank or credit card company, so long as the transaction corresponds to the terms indicated in this agreement.  

Signature							 Date				



246 Columbus Ave New York, NY 10023 (212)595-4500 Fax: (212)595 - 4578
image1.jpeg
on,

e wmICCASS
PrHYSICAL THGCIRAP,Y




