
 Credit Card Payment Authorization
 P.O Box 6107, Sparks, NV 89432
	 Phone:	775-356-3939		•	Fax:	775-356-3906	

PLEASE PRINT LEGIBLY

Contact Name: ____________________________________________________________________________

Business/Account Name: ___________________________________________________________________
(if applicable)

PAYEE INFORMATION

Name as it appears on card: _________________________________________________________________

Credit Card Type:  VISA    MASTERCARD    DISCOVER

Credit Card Number: _____________________________________________________ CCV______________

Expiration Date:  Month_________  Year_________

Billing Zip Code: __________________________________________________________________________

Signature of card holder.

X__________________________________________________  Date ______/_______/_______

___ Keep this information on record for future payments


