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Credit Card Information Form

Clinic registering for_____________________________________________________________

Name________________________________________________________________________

Billing Street Address____________________________________________________________

City___________________________________________________________________________

State________________
Zip Code_______________________

Phone Number__________________________________

Credit Card Type ____________________

Credit Card Number______________________________  
Expiration Date_________________

Email _________________________________________________________________________

Total Amount Being Charged on Card:  __$__________________

Questions? Contact Ronald Baum at 518-796-8315

