
Reproductive Health Associates 
Reproductive Endocrinology and Infertility 

Catherine Cowart, M.D., F.A.C.O.G. 

2919 W. Swann Ave #307                 813-872-0018 phone 900 Carillon Pkwy #301 
Tampa, FL 33609                 813-876-1149 fax St. Petersburg, FL 33716 

 

MasterCard / Visa Charge Authorization 

 
Name as it appears on credit card: __________________________________________ 

 

Type of credit card: _____ MasterCard or ______ Visa 

 

Credit card number: ______________________________________________________ 

 

Expiration Date ________ / ________ / _______    CID # ______ 3 digits on back of card 

 

Complete billing address of card: ____________________________________________ 

 

 

Account Name: ______________________________________ Account # ___________ 

 

Amount of Payment: $ ___________________ 

 

By signing below I attest that I am authorized to make this payment with the above 

listed credit card on this account.  I authorize the payment listed above as a onetime 

charge on the credit card listed above.  I understand that this amount may not pay the 

balance of the account in full. 

 

Authorized Signature: _____________________________________________________ 

 

 

For Office Use Only: 

 

Authorization #:_________________________________________________________ 

 

Processed By: ___________________________________________________________ 

 

Date: __________________________________________________________________ 

For Office Use Only: 

 

Authorization #:_________________________________________________________ 

 

Processed By: ___________________________________________________________ 

 

Date: __________________________________________________________________ 
 


