
 
 

 
 
 

 
 
 
 
 

Credit Card Payment Authorization 
 

 
I, __________________________, hereby authorize Smiles Dentistry for Kids, LLC to withdraw 
payments from the credit card listed below. 
 
Credit Card#:__________________________________  Exp Date: _______________ 
 
Card Type: (Visa, MC, etc.) _________________ 
 
 
 
 
Signature: ______________________________ Date: ____________________  

 
 

 


