Credit Card Authorization Form
	
I authorize David Kam D.D.S. PC/DBA Lifetime Dental to keep my 
signature and credit card number on file to charge to my Visa/Master card/Discover/American Express:

Date:

· Only When I call to authorize charges
· My Entire dental account balance each statement period
or balance after insurance pays.
· $		every month until my account balance is paid off.



This authorization remains effective until the following date:____________________________________
Patient (or Account) Name:_______________________________________________________________
Cardholder Name: ______________________________________________________________________
Cardholder Billing Address:_______________________________________________________________
City, State, Zip:_________________________________________________________________________
[bookmark: _GoBack]Card number:_________________________________________________exp_________________________
Cardholder Signature:___________________________________________________________________

