L o) | - 3 tel: 954 236 5273
L‘{fé tl@@tﬂhtals sparky@mytoothtales.com

CREDIT CARD AUTHORIZATION FORM

____________________________________ give permission for Tooth Tales to charge my credit card without being present.
Patient’s Name: ____ .
Pedo Account# Ortho Account #: .
Name on creditcard:

Visa _ B Mastercard i Discover B} Americn Express B} Care Credit
Credit card number:
Expiration Date: __________________________________________. CVV number: __ ...
Amount of the charge:
One Time Charge
Recurring Charge:
Date of recurring charge: _______________________ Effective Date: ...
Signature: ... Date: ...

FOR YOUR PROTECTION, DO NOT EMAIL CREDIT CARD AUTHORIZATION FORM.
PLEASE FILL OUT AND FAX TO: 954 653 2967

mytoothtales.com 12741 Miramar Pkwy, ste. 203, Miramar, FL 33027 t: (954) 236 5273 f: (954) 653 2967
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