
D A V I D  B R I A N  W E X L E R ,  M D  

_____________________________________________________________________________ 
10850 WILSHIRE BOULEVARD, STE 1260, LOS ANGELES, CA 90024 

EMAIL: DRWEXLER@DAVIDWEXLERMD.COM   PHONE: +1 (310) 818-3821 
 

C O N F I D E N T I A L  

 
 

Credit Card Authorization Form 
 
 
 
I, _________________________________________, hereby authorize the office of David Brian 
Wexler, MD, to charge my credit card for regularly scheduled visits, missed or phone 
appointments, or as otherwise indicated. 
 

(   ) Visa           (   ) MasterCard       (   ) Discover  (   ) American Express    
 
Credit Card Number: ________________________________________________________ 
 
CVV: ___________________________ Expiration: _______________________________ 
 
Credit Card Billing Address: 
 
Name (exactly as indicated on card) _____________________________________________ 
 
Street: ____________________________________________________________________ 
 
City: ________________________  State: ____________     Zip:______________________ 
 
 
Telephone: (_____)__________________                 Cell: (_____)_____________________ 
 
 
I understand that the doctor requires payment at time of visit by cash, check, or credit card. A 
valid credit card number will be required for our files. In the event of a late cancellation, missed 
or phone appointment, your card will be charged accordingly. 
 
 
 
________________________________________  __________________________ 
Cardholder’s Signature     Date 
 
 
 
Your completion of this authorization form helps us to protect you from credit card fraud. We 
will keep all information entered on this form strictly confidential. 
 
 

 


