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Weill Cornell Physician Organization
Weill Medical Collage of Comell University
CREDIT CARD PAYMENT AUTHORIZATION FORM
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Please be adviged thal in order lo process your payment request the foliowing form must be compieled thoroughiy.
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{CARDHOLDER LAST NAME) [CARDHOLDER FIRST NAME) {PROVIDER NAME)
| WEILL CORNELL MEDICAL COLLEGE OF CORNELL UNIVERSITY G CLEG ] e to

(DEPARTMENT MAME)

charge my EM EE CAsl EiE I%"::" § credil card account number:
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with an expiration date ___ ngé I ____inthe amount of § o4
[DOLLAR AMOUNT)
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(PATIENTS LAST NAME) {FIRST NAME) ~ [RELATICNSHIP TO THE PATIENT, If olher that card hoider)

| for 10X accountfinvoice number:

(TO BE ENTERED BY DEPARTMENT)

Please provide the CV2/AVS number that appea he back of y it card afer account

number 9 o4 3 . "(Nalte: This number is‘require ord%s you payrment)
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Wisa, MasierCard
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American Express
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