
I, ____________________________________, hereby authorize Specialty Health Education Inc. 

to charge my credit card account in the amount of: $_____________ for goods and/or services.

     Visa	     	      MasterCard	

Credit Card Number: ________________________________ 	

Expiration Date: _____ / ______	 Security Code: __________ (from back of card)

Hospital Name (if using hospital card): ____________________________________________

Credit Card Billing Address:

Address:_____________________________________________________

City:_________________________________      State:_ _________       Zip Code:_ _____________

Phone: (________) ________-_____________

Requested Shipping Address (If different from Billing Address):

Name: ___________________________________________

Address:_____________________________________________________

City:_________________________________      State:_ _________       Zip Code:_ _____________

Phone: (________) ________-_____________

X______________________________________		  ___________________
   Cardholder’s Signature				                     Date

Your completion of this authorization form helps us to protect you, from credit card fraud. 
Specialty Health Education, Inc. will keep all information entered on this form strictly 
confidential.

Fax completed form to Specialty Health Education, Inc. at (610) 630-6676.
Your Order or Registration will be processed upon receipt of this completed form.

Specialty Health Education, Inc. P.O. Box 992 • Blue Bell, Pennsylvania 19422
Phone: 610.630.3990 • Fax: 610.630.6676 • Web: www.specialtyhealtheduc.com
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