L]
V KLEINBURG

INTEGRATIVE HEALTH

Credit Card Authorization Form

Please completeallfields. Youmay cancelthisauthorizationatanytimeby contactingus. This
authorization will remainineffectuntil cancelled.

Credit Card Information

Card Type: [ MasterCard OVISA 0O AMEX

O Other

Cardholder Name (as shown on card):

Card Number:

Expiration Date (mm/yy): CVV:

Cardholder Postal Code (from credit card billing address):

I, , authorize Kleinburg Integrative Health to charge
my credit card above for agreed upon purchases. I understand that my information
will be saved to file for future transactions on my account.

KLEINBURG INTEGRATIVE HEALTH CLINIC 10480 ISLINGTON AVE, STE 10
KLEINBURG ON LOJ 1C0 (P) 905-893-2898 (F) 905-893-2423




