
 
 

 

 

 

 

 

I, __________________________________________________(insert card holder 

name), the cardholder of this __________________ (insert type of credit card) card 

number ______________________________________ , expiration date 

___________________, security code ________________, authorize DC DENTAL SPA 

to run my credit card in the amount of $____________ for work performed for 

___________________________(insert patient name) on _________________. 

 

Signature _______________________________________________Date: ____________ 

DC Dental Spa 
730 24

th
 St NW, Ste 9 

Washington DC 20037 

Phone: (202)833-8724 

Fax: (888)750-7049 

www.dcdentalspa.com 

 


