
CREDIT CARD PAYMENT AUTHORIZATION FORM

BCM-MMEDICAL  GENETICS  LABORATORIES
PHONE: 800-411-GENE | FAX: 713-798-2787 | www.bcmgeneticlabs.org

Card Type (please circle one): American Express Mastercard VISA Discover

Patient Name or Institution ID: ___________________________________________________________________________

Card Number: ______________________________________    Expiration Date (mm/yy): __________    CVC Code: _________

Cardholder Name (Please Print): _________________________________________________________________________

Cardholder Address: __________________________________________________________________________________

City, State, Zip: ______________________________________________________________________________________

Cardholder Signature: _________________________________________________________________________________

Cardholder E-mail: ___________________________________________________________________________________

Authorized Payment Amount: ____________________________________ Payment Date (mm/dd/yy): _________________ 

4/2009

Fax Response: 713-798-4187
E-mail Response: kims@bcm.edu
Mailing Address: P. O. Box 4832

Houston,TX  77210-4832
Billing Questions: 713-798-5849


