The Helix Clinic – The Skin & Face Club 
#110-810 Clement Ave
Kelowna BC


Visa/MasterCard Authorization Form

Date: ___________________________________________________________
Customer Name: __________________________________________________
Customer Address:______________________________________________________
Phone Number: ___________________________________________________

Payment Options
Please check selection that applies:
Use for every invoice Use as notified by Customer
Credit Card Information:
Card Type: Visa / MasterCard / other:___________________

Name of Cardholder: _______________________________________________
Credit Card Number: _______________________________________________
*3 Digit Security Number: ________________ Expiry Date: ____/____
*last 3 digits found on the back of your card

By signing this form you agree that The Helix Clinic may charge the listed Credit Card for an administrative fee of $75 at the beginning of each month (the 1st day of the month). At any point after the first 3 month period, you have the right to request this authorization to be removed. However, no refunds will be provided once the administrative fee has been run on the 1st of the month. 

All information collected on this form is used strictly for billing purposes and will not be used for any other purpose.

Signature of Cardholder: ____________________________________________
Printed Name of Cardholder: ________________________________________



[bookmark: _GoBack]**Return this form once completed to business@helixih.ca or drop off a physical copy at The Helix Clinic in Kelowna BC**
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