
 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Credit Card Authorization Form 
 
Please complete all fields. You may cancel this authorization at any time by contacting us. 
 
 

Credit Card Information 

Card Type: ( ) Master Card                          ( ) Visa 
 
                    ( ) Other ________________________________  

Cardholder Name (as shown on card): ___________________________ 

Card Number: _______________________________ 

Expiration Date (mm/yy): _____________________                 CVV #: ___________________ 

 
 
I, ________________________________, authorize HARMIC INC. to charge my credit card 
above for the agreed upon services, I understand that my information will be saved to file for 
the future transactions on my account. 
 
 
Customer Signature _________________________      Date __________________________ 

 

 

 

HARMIC INCORPORATED 
Child and adolescent medicine 

Delaware Medical Centre, Jemmott’s Lane. St. Michael, BARBADOS 
Tel: 246-427-3540/ Fax: 246-429-5762 

Email: harmicinc@gmail.com 
 


