
VIRGINIA PEDIATRIC GROUP, LTD. 
 

CREDIT CARD PROCESSING FORM 
 
 
Patient Name        Account No. 
 
1_____________________________________________  ___________ 
 
2______________________________________________  ___________ 
 
3______________________________________________  ____________ 
 
 
Date(s) of Service:___________________ 
 
Method of Payment:___________________ 
 
Credit Card Account Number:_____________________________________________ 
 
Exp. Date:____________ 
 
Charge Amount: $___________ 
 
Name on the Card:________________________________________ 
 
Billing Address: 
 
Line 1:______________________________________________________ 
 
Line 2:_______________________________________________________ 
 
City:___________________________________ State:________Zip:_________ 
 
Telephone No._____________________________ 
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