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AUTHORIZATION TO CHARGE CREDIT CARD
I hereby authorize The Dentist’s Choice, Inc. to charge my credit card monthly in the amount of $___59________ for enrollment in the CPR Program.  This authorization is good for the term of the Agreement which is one year from the enrollment date, (and monthly thereafter until contract is cancelled with a 30-day notice).
DATE:


____________________

Cardholder’s Name: ____________________________

Card Type: Visa  / Master Card / American Express/ Discover   (circle one)

Credit Card Number: ___________________________  

Expiration Date: ____/_____ (month/year)

Security Code: _________

(Visa, MasterCard, and Discover: 3-digit code on back of card)
(American Express: 4-digit code on front of card)

Authorized Signature: ____________________________
Date: __________

Please fax completed form to 949-443-2074 or scan and email to david@thedentistschoice.com.
Thank you!

