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CREDIT CARD SALE

PATIENT NAME:  ______________________________________________
FACILITY: ____________________________________________________

CARD HOLDERS NAME:  ________________________________________
CARD NUMBER: ______________________________________________
EXPIRATION DATE: _____/_____
Amount to pay: $______.____
SECURITY CODE: ________

 Sent in by: __________________________________________________






Once this form is completed and filled out, be sure to fax it to 866-508-7518 or email it to our Billing Department: alipford@ppc-rx.com
image1.gif
®PO.

Personal Pharmacy Care”




