
CREDIT CARD AUTHORIZATION FORM  
 

1901 FLOYD STREET, SARASOTA, FLORIDA 34239 
941.800.3651 

CONCIERGE@EARRF.ORG 
WWW.EARRF.ORG 

 

 

 

DATE: ____________________________ 

PATIENT ACCOUNT #: ____________________________  

PATIENT NAME: ________________________DATE OF BIRTH: _________ 

 

CARDHOLDER NAME: __________________________________________ 

EXPIRATION DATE: ___________________ CVV CODE: __________ 

BILLING ZIP CODE: __________________  

CARD TYPE: MASTERCARD_____ VISA ____ DISCOVER____ OTHER____ 

CARDHOLDER SIGNATURE: ____________________________________ 

 

I AUTHORIZE CONCIERGE HEARING DEVICES TO CHARGE THE ABOVE 
CREDIT CARD IN THE AMOUNT OF: 

$ _________________.00 

PAYMENT AMOUNT ON THIS DATE: _________________________ 

 

PATIENT SIGNATURE: ____________________________________ 

 

STAFF SIGNATURE (AUD/HIS): _____________________________ 

 

 

 

 

 

 

mailto:CONCIERGE@EARRF.ORG

