
Amy Silverman, MD, PC 
450 Mamaroneck Avenue, Suite 415 
Harrison, New York 10528 
T. 914 630-2030 | F. 914 315-6505 
Amy@AmySilvermanMD.com 
 
 

 

CREDIT CARD AUTHORIZATION 

 

 
Cardholder Name:  _______________________________________ 

 

Billing Address:    _______________________________________ 

 

    _______________________________________ 

 

CC type:         _____ MC _____Visa      _____ AmEx 

 

Credit Card Number:  _______________________________________ 

 

Expiration date:  _______________________________________ 

 

Card Identification Number:  ___________________________ ______ 

 

 

I hereby authorize Amy Silverman, MD, PC to charge my credit card for cancellations made with 
less than 24 hours notice, balances that are over 30 days past due, and to charge office visits at 
the time of service with my permission.   

 

 

Signature:     ______________________________________ 

 

Print Name:    ______________________________________ 

 

Date:      ______________________________________ 


