
Credit Card/ Debit Card Authorization Form 

Name (As it appears on card):  _____________________________________________ 

Credit Card Type:  
Visa   ___ 
Mastercard ___ 
Discover ___ 

Credit Card Number:  ________________________________ 

CVC Number (Last 3 digits on back of card):  ____________ 

Expiration Date:  ___/___  (mm/yy) 

Billing Address:  __________________________________ 
(Street number and name)  
__________________________________ 
(Apt/Suite) 
__________________________________ 
(City, State, Zip Code) 

I hereby authorize Dr. Melissa Greene to charge my credit card in the amount agreed 
upon, on the date that services are rendered. 

__________________________________________ _______ 
Signature Date 


