
CREDIT CARD PAYMENT AUTHORIZATION

Date: 				 

I authorize Nova Medical & Urgent Care Center, Inc. to charge the credit card listed 
below and apply it to the following account(s).

Account Number: 					          Amount: 			          

Patient Name: 								      

Account Number: 					          Amount: 			          

Patient Name: 								      

Account Number: 					          Amount: 			          

Patient Name: 								      

Account Number: 					          Amount: 			          

Patient Name: 								      

Name of Cardholder: 								      

Address:   							     

	       							     

Phone Number: 						    

Card Type: 	 VISA		  MasterCard		  AMEX		  Discover

Card #: 										        

EXP 		   / 		       3 Digit Code: 			 

www.novamedgroup.com

21785 Filigree Court, Suite 100   Ashburn, Virginia 20147   703.554.1100   fax: 703.554.1110

51 Catoctin Circle, NE (Leesburg Plaza)   Leesburg, Virginia 20176   703.777.9510   fax: 703.777.1225

528 Waterloo Road   Warrenton, Virginia 20186   540.347.7611   fax: 540.347.7622


