
Pre-Authorization Telemedicine Auto Credit Payment Form 

 
 
Patient Name:________________________________________ 

 

MRN Number:_________________________________________ 

 

Patient’s DOB:____________ 

 
 

Type of Credit Card:     VISA          MASTERCARD DISCOVER (Circle one) 

 

 

 
 

  Credit Card Number 

 

  

Expiration Date 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
 


