
I give my consent to allow Bald Mountain Medical Pharmacy to charge the above credit card on a 
monthly basis for any prescriptions that are ordered on my behalf.

PATIENT NAME - PLEASE PRINT

SIGNATURE

DATE

X

NAME

CARDHOLDER NAME (if different from above)

CARD TYPE

   Visa        MasterCard        American Express         Discover      Other
CREDIT CARD NUMBER

EXPIRATION DATE VERIFICATION NUMBER

Patient Information

Patient/Guardian Consent

CREDIT CARD AUTHORIZATION

F-1004     051407


