New York House Call Physicians™

YOUR DOCTOR IN THE FAMILY

CREDIT CARD INFORMATION

Patient Name:

CARD HOLDER INFORMATION:
Name of Card Holder (exactly as it appears on credit card):

First Name:

Middle Initial or Name (if applicable):

Last Name:

Billing Address:

City:

State:

Postal Code:

Country:

Email:

Telephone Number:

Type of Credit Card (Please check box): 0 VISA 0 MASTERCARD o DISCOVER o AMEX

Credit Card Numbert:

Credit Card Expiration Date:

Credit Card Verification Number:

[Note: “NY HOUSECALL” will appear on your credit card statement]

I authorize New York House Call Physicians™ (DBA “Doctor in the
Family”) to chatge my credit/debit card for medical services today & for future
medical care.

Card Holder’s Signature:

Today’s Date:

Dr. Natan Schleider 20 Park Ave Suite 1A New York NY 10016
www.doctotinthefamily.com ¢ admin@doctorinthefamily.com ¢ Phone 917.834.0552 ¢ Fax 917.591.6885



New York House Call Physicians™

YOUR DOCTOR IN THE FAMILY

CREDIT CARD INFORMATION

Patient Name:

CARD HOLDER INFORMATION:
Name of Card Holder (exactly as it appears on credit card):

First Name:

Middle Initial or Name (if applicable):

Last Name:

Billing Address:

City:

State:

Postal Code:

Country:

Email:

Telephone Number:

Type of Credit Card (Please check box): 0 VISA 0 MASTERCARD o DISCOVER o AMEX

Credit Card Numbert:

Credit Card Expiration Date:

Credit Card Verification Number:

[Note: “NY HOUSECALL” will appear on your credit card statement]

I authorize New York House Call Physicians™ (DBA “Doctor in the
Family”) to chatge my credit/debit card for medical services today & for future
medical care.

Card Holder’s Signature:

Today’s Date:

Dr. Natan Schleider 20 Park Ave Suite 1A New York NY 10016
www.doctotinthefamily.com ¢ admin@doctorinthefamily.com ¢ Phone 917.834.0552 ¢ Fax 917.591.6885



