
 Max Health & Wellness
 CREDIT CARD INFORMATION 

 Client Name: __________________________________________________________ 
 (Person receiving services) 

 Cardholder’s Name: _____________________________________________________ 

 Credit Card Billing Address:_______________________________________________ 

 ______________________________________________________________________ 

 Credit card type:  Master Card  Visa  Discover American  Express 

 Credit card number: __________________________________________________ 

 Exp. Date: _______________  CVC code (last 3 or 4 digits on the back of the card) ___________ 

 Cancellation fee of $100 is agreed to if 24 hour cancellation notice is not provided 

 Cardholder Signature: ____________________________________________________ 

 Date: _______________________ 

 *There is a  3.5%  processing fee for all credit card  charges.

 1405 Highway 18 South, Old Bridge, NJ 08857 
 www.maxhealthandwellnessgroup.com  | 732.576.3550 

Please Return via Email to maxhandw@gmail.com

http://www.maxhealthandwellnessgroup.com/

