www.bostonspeech.com

Credit Card Authorization Form

Please complete all fields. Y ou may cancel thisauthorization atany time by contacting us. This
authorizationwill remainineffectuntil cancelled.

Credit Card Information

Card Type: [ MasterCard LVISA U Discover
oOther

O AMEX

Cardholder Name (as shownon card):

Card Number:

Expiration Date (mm/yy):

Cardholder ZIP Code (from credit card billing address):

CVV.

I, , authorize Boston Speech Therapy to charge my credit card

above for weekly Speech and Language Therapy. | understand that my information

will be saved to file for future transactions on my account.

Customer Signature Date




Generic_single_1.0_082515



