Authorization for Credit Card

Please charge to my credit card.

Master Card ___

Visa ___

Discover ___

$_______________________ (Amount of Transaction must be indicated here.)

Card Holders Name (print): _________________________________________________

Card #: _________________________________________________________________

Expiration Date: __________________________________________________________

Card Billing Address: _____________________________________________________




_____________________________________________________




_____________________________________________________

Signature: _______________________________________________________________

V-Code: ___________ (V-Code found on the back of credit card, as the last 3 numbers in signature box.)

Name of Practitioner: ______________________________________________________
Please mail this page directly to West Grove Clinic to complete your credit card transaction.

West Grove Clinic, LLC

12425 Knoll Rd., Ste. 110

Elm Grove, WI 53122

We will also accept this form emailed to westgrovepayment@yahoo.com or faxed directly to our office at (262)432-0045.

