
 
 
 
 

CREDIT CARD AUTHORIZATION 
 
 
Patient’s Name:___________________________________________________ 
 
Date of Birth:_____________________ 
 
Circle one:               MasterCard                Visa 
 
Name as it appears on card:__________________________________________ 
 
Card number:_____________________________________________________ 
 
Expiration Date:_______________________________ 
 
Keep card number for this appt only (date)_______________________ 
 
OR 
 
Keep card # for all outstanding claims for 2007____________________ 
 
I request a call before card is charged      yes____      no_____ 
 
I authorize the office of ENT for Children, P.A. to charge/or credit any outstanding balances on 
my account to the above credit/debit card.  I understand that I will be mailed a receipt upon re-
quest after the card is charged. 
 
I understand that this information will be held confidentially and in full compliance with all 
laws relating to the protection of patient information. 
 
Card Holder or Authorized Person’s signature 
 
 
 
____________________________________________   Date______________________ 
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Alan D. Murray, M.D. 
Paul W. Bauer, M.D. 
Audiologists 
Amy R. McDonough, 
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Janee Willett, 
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Office Manager 
Dianna Moore 
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Coppell, TX 75019 
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