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 I authorize Mid-Atlantic Skin to charge the portion or total amount of my bill that is my financial responsibility to the following credit or debit card:
__ Amex __ Visa__ Mastercard__ Discover__ Care Credit
Credit Card Number ____________________________
CVV code __________
Expiration date ___/___/______
Cardholder Name __________________________
Billing address ____________________________
City ____________________ State ______________ Zip ______________

_______________________________
Patient Name
_______________________________
Signature 
_______________________________
Date

St. Patrick's Centre 173 St. Patrick's Drive Suite 201 I Waldorf, MD 20603 I 301-396-3401
Shanti Medical Center 26840 Point Lookout Road I Leonardtown, MD 20650 I 301-475-8091
Wildewood 23415 Three Notch Road Suite 2052 I California, MD 20619 I 240-237-8268
Info@MidAtlanticSkin.com 
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