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To:   HRTFORYOU.com Customer Services Manager                                       
Fax:  863-582-9422
Credit Card Authorization

Credit Card Type: (check only one)         􏰀VISA     􏰀MASTERCARD     

Credit Card Number:  _____________________________   
Exp. Date: ____________ we will call you for CVV/CVC as required (we do not retain CVV/CVC) 

Name on Card: ______________________________________________________________ (please print) 

Billing Address: _______________________________________________________________________ 

____________________________________________________________

Authorized Signature: 

_________________________________________________________________ 

Print Name: _____________________________________________

Today’s Date: ___________________ 
I approve and authorize HRTFORYOU to charge my credit card within 1-2 days prior to each scheduled appointment. If the doctor does not continue my treatment, all charges less the administration fee may be fully refunded upon written request and after a review of the circumstances relating to the discontinued treatment. 

Home Phone: __________________ Work Phone: __________________

Cell Number: __________________ 

Primary Email: _________________________________ 

Other Email: _________________________________ 
