One-Time Credit Card Authorization
International Resident
Maui Health System — Hawaii, USA

Patient Name:

Maui Health Account Number:

Total Payment:

Credit Card Information

Card Type: L MasterCard LIVISA L Discover LI AMEX

Cardholder Name:

Card Number:

Expiration Date (mm/yy):

If you would like a mailed receipt, please provide your mailing address:

| authorize Maui Health System to charge my credit card for the amount listed above. | understand
that myinformation will NOT be saved for future payments. Once this payment is processed, this
document will be destroyed.

Signature Date

Please mail the completed form to:
Maui Health System
Attn: Patient Financial Services
1849 Wili Pa Loop
Wailuku, HI 96793
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