Credit Card Authorization Form
Fax completed form to (866) 377-5661
Your completion of this form is required to process your credit or debt card. It will help to protect you and Ehealth Source from credit card fraud.
Customer Information
Name: _____________________________________________________
Address: ____________________________________________________
City/State/Zip: ________________________________________________
Email: _______________________________________________________
Phone: _______________________________________________________
Credit Card Information
Name on Card (Must be in the name of patient): ______________________
Card Number: _________________________________________________
CVV: ________________________________________________________
Exp. Date: ____________________________________________________
Billing address: ________________________________________________
City/State/Zip: _________________________________________________
Please sign and date
Cardholders Signature: ________________________________________
Date: ________________________________________________________
I, the above signed give authorization to E Health Source to charge the above card in the amount of the agreed upon price for services rendered. I have been advised that once a consult is complete there are no refunds.

