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Credit Card Payment by Mail or Fax 
 

As a courtesy to you in budgeting for your family’s dental treatment, we are now able to extend to you 
a new method of payment for your family account by Credit Card Payment by mail or fax. 

 
 

Parent’s Name (Please Print)           ______________________________________________ 
 
Patient’s Full Name (Please Print)  ______________________________________________      
 
Patient’s Date of Birth                 _______________________ 
 

 
 

BANK CARD PAYMENT AUTHORIZATION 
 
 

 
I authorize Fred C. Haeberlein, A.P.D.C. to charge $ _________________ to my credit card account. 

 
 

 

   ________________________________________________       ____________ 
                                                PLEASE CHECK WHICH CREDIT CARD TO USE                                                                 CARD ACCOUNT NUMBER                                     EXPIRATION DATE 

 
_______________________________________________________________________________________ 

CARDHOLDER NAME    (EXACTLY AS SHOWN ON CREDIT CARD) 

 
 
                            _______________________________________________________________                 _____________________ 

                            CARDHOLDER SIGNATURE                                                                                                DATE 
 

 

__________________________________________________________________________________________________________________ 

Address 
 
_____________________________________________________________________________                 ______________________ 
City                                                                                                                                                                    Apt. # 
 

_______________________________________          _________________________________ 
State                                                                               ZIP 

 
I understand that this form is valid for one year unless I cancel the authorization through written notice to Fred C. Haeberlein, A.P.D.C. 

 

 
Please complete entire form and return by mail or fax  

to our office  
at 415 - 441 - 1919 
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