
Maryland Psychiatric Society 
Credit Card Information & Authorization 

Fax to: 410-625-0277 
   
Name (As appears on card):    
   
_____________________________________________   
   
   
Billing Address:   
   
______________________________________________   
   
______________________________________________   
   
   
Credit Card Number: (Visa and MasterCard only) 
   
______________________________________________   
   
   
Expiration Date (month/year):   
   
__________________________   
   
Security Code (three digits on back of card):   
   
__________________________   
   
Amount of Transaction:$__________ Invoice/Member #:______   
   
  
Signature:______________________________________   


