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Therapeutics & Diagnostics FAX: 858 535-2191

CREDIT CARD AUTHORIZATION FORM
PLEASE PRINT

PATIENT NAME: DOB: / /

TEST(S) ORDERED:

CARD HOLDER NAME:

ADDRESS:
CiTyY: STATE: ZIP: COUNTRY:
PHONE NUMBER: ( ) (HoMmeE), ( ) (WORK)

EMAIL ADDRESS!

() MASTERCARD EXP. DATE / 3-DIGIT SECURITY CODE:
() Visa
ACCOUNT # - - -
RECEIPT REQUESTED YES No INSURANCE CLAIM FORM (HCFA 1500) REQUESTED  YES No

BY SIGNING, THE CARD HOLDER AGREES TO ACCEPT CHARGES BILLED TO THE ABOVE CREDIT CARD FOR THE ABOVE LISTED OR
ATTACHED LABORATORY SERVICES. PLEASE REFER TO PROMETHEUS’ NOTIFICATION OF PATIENT FINANCIAL RESPONSIBILITY
FOR CURRENT PRICING.

X
(SIGNATURE REQUIRED FOR PROCESSING)
FOR PROMETHEUS USE ONLY
PATIENT ID: AMOUNT: $ PROCESSING DATE: / /
AUTHORIZATION #- TRANSACTION #:

TICKET/ INVOICE #: ,

NOTES: INITIALS:

PROMETHEUS® and all other trademarks are the property of Prometheus Laboratories Inc.
PROMETHEUS® products, services and technology are covered by one or more patents and patents pending.
For further information, see www.prometheuslabs.com 11/06 DX06390
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