
 
 
 
 
 
 
 
 
 
 
 
 
 

 
CREDIT CARD AUTHORIZATION FORM 

 
I hereby authorize McFee Medical Technologies to charge my credit card for the rental of the 
Vitrectomy Support Equipment.  I further certify that I am an authorized representative for the 
account.   
 
I understand and authorize that my credit card may be charged per this agreement.   
 
 
Authorized Signature        Date 
 
 
Print Patient’s Name 
 

P le a s e  s ig n  a n d  r e t u r n  a s  s o o n  a s  p o s s ib le .  
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