Neurozone &

Credit Card Authorization

Date:

Patient Name:

Credit Card Type: O visa O mastercarD [ Dpiscover O amex

Credit Card Number:

Expiration Date: / (MM/YY) CCID:

Cardholder Name:

Billing Address:

City, State: Billing Zip Code:

l, understand that NeuroZone, Inc. is not a preferred

provider for any insurance plans. | agree that | am responsible to pay NeuroZone, Inc. | agree to pay

above amount according to card issuer agreement.

Cardholder Signature: Date:

Thank you!

Neurozone Inc. 8055 W. Manchester Ave., Suite 705, Playa Del Rey, CA 90293
Telephone: 310-821-3640 WWW.Neurozonewave.com
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