
CREDIT CARD AUTHORIZATION FORM 
I authorize Chicago Dental Society to charge the credit card listed below for:  

 

Company name: Date:  

Credit Card Type:       Visa        Mastercard        American Express Amount: $ 

Name as it appears on the card:  

Credit card number:  

Expiration date: CVV code:  

Billing address:  

 

 

Cardholder signature:  

Cardholder phone: Cardholder email:  

401 N. Michigan Ave., Suite 200, Chicago, IL 60611-5585 

Phone: 312.836.7300; Fax: 312.836.7329
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