SeaBrook Dental Laboratory = FOLLOW Us
7125 224th Street SW |_-;§_f' daYa\rd ' 9] , f u
Edmonds, WA 98026 ) U LI JIN\

Toll free: (800) 693-7487 ] ) T~ @SEABROOKDL
Fax: (425) 771-5158 DENTAL LABORATORY
CREDIT CARD AUTHORIZATION FORM
CARD HOLDER INFO:
NAME: PHONE:
EMAIL:
BILLING ADDRESS:
STREET:
CITY: STATE: ZIP:
AUTOMATIC CHARGE: 1ST OF MONTH 15TH OF MONTH CALLIN
CREDIT CARD TYPE: VISA MASTERCARD DISCOVER AMEX
CREDIT CARD NUMBER:
EXPIRATION DATE: CARD IDENTIFICATION NUMBER:

AMOUNT TO CHARGE: § (USD)

I authorize SeaBrook Dental Laboratory to charge the amount listed above to the
credit card provided herein. | agree to pay for this purchase in accordance with the
issuing bank cardholder agreement.

SIGNATURE: DATE:
PRINT NAME:
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info@seabrookdentallab.com PAGE 1/1



