AUTHORIZATION FOR CREDIT CARD CHARGE


PLEASE PRINT
____________________________________________________ (name) authorizes the American Board of Orthodontics to charge the following credit card for the specified amount.

Payment Information
Your billing address must match the address on your credit card statement or your credit card may be declined. 

Name on Card 


Billing Address1 


Billing Address2 


Billing Address3 


City
State/Region


Postal Code
Country


Phone Number 

E-mail 

Payment Method

( Visa

( MasterCard

( Discover
Card Number

Expiration Month
Expiration Year


Security Code (3 digit) 

City
Region


Cardholder’s Signature 


Current Date 


Fax / Mailing Instructions

Print and Fax this form

Fax:  1+ (314) 432-8170     Attn: ABO Store
OR print and mail this form to

AMERICAN BOARD OF ORTHODONTICS
401 N LINDBERGH BLVD STE 300

SAINT LOUIS MO 63141-7839
Electronic delivery (e.g., Adobe PDF, Email Faxes) of this form will not be accepted for compliance with the PCI Data Security Standard (PCI DSS). Please do not send this form using email.


Rev 8/10/2015

