
 
Scott A. Spiro, M.D., F.A.C.S. 

101 Old Short Hills Rd, Suite 510 

West Orange, NJ  07052 

Telephone (973) 736-5907 

Fax (973) 736-4987 

 
Credit Card Authorization Form 

 
Patient Name: _______________________________________ 

 

Date of Surgery: _____________________________________ 

 

Type of Credit Card:    American Express     /     Visa     /     MasterCard   /    CareCredit 

 

Account #: __________________________________________________________ 

 

Expiration Date: _____________________________________________________ 

 

Billing Address: ______________________________________________________ 

 

  ______________________________________________________  

 

Verification #: __________________________________ 

 

 For American Express the verification number can be found on the front of your card, right above 

your account number on the right hand side. 

 

 For Visa/Mastercard the verification number can be found on the back of the card right above your 

signature.  You need to only list the last 3 digits of this number. 

 

Financing Option (CareCredit Only): ____________________________________________ 

 

 

Amount Authorized $____________________ 

 
 

__________________________                    __________________________ 

Signature of Cardholder                               Cardholder Name (Please Print) 

________________________ 

Date 


