East West Integrative Medicine
Pre-Authorized Healthcare Form

| authorize East West I ntegrative M edicine to keep my signature on file and to charge my credit
card account as indicated below:

.
VISA @L

|:| Balances of charges not paid by insurance within 90 days and not to exceed $

For (checkone) [ ] Allvisits  [_] ThisVisit

|:| Reoccurring Charges (on-going treatments)

of$ Each From To
Frequency Date Date

Patient's Name

Cardholder's Name

Cardholder's Billing Address

City State Zip

e || ][] IO OO HHOH
Expiration Month D |:| Expiration Y ear |:| D

| understand that thisformisvalid for 1 year unless | cancel the authorization through written notice

to East West Integrative Medicine.

Cardholder Signature Date

3527 Ocean View Blvd
Glendale, CA 91208
818-279-8199 Fax 818-279-8181
Email drchu@elainemd.com



