


MEDICINE REDEFINED

Payment Authorization Form

Company Name:

Payment Information

Card Type: [] M [] [[] |pscever ] %

Cardholder Name:
(as shown on card)

Cardholder Number:

Expiration Date: CVV:
(mm/yy)

Total Amount To Be Charged:

, , authorize MCI OPCO, LLC to charge my credit card the

amount of $ for the agreed upon purchases.

|:| t _I If you are paying by check please mail your checks to MCI OPCO, LLC.

Payment 1801 N. Military Trail, Suite 110, Boca Raton, FL 33431

Method: Check

|:| » (Please Call 561.997.0112 ext. 7520 for details)

Wire Transfer

Customer Signature Date
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