
 Florida Department of Health in Brevard County 
2575 N. Courtenay Pkwy. 
Merritt Island, FL 32953 

 
    CLIENT CREDIT CARD AUTHORIZATION    
 
 
Client Name: _________________________________________ 
 
Business Name: _______________________________________ 
 
Cardholder Name: _____________________________________ 
 
Billing Address: 
 

___________________________________ 
 
___________________________________ 
 
_________________________  Billing Zip Code: ___________ 
 
Card Number:________________________________________ 
 
Expiration Date: _____________________ 
 
CVV# (3 digit security # on back of card in signature panel): _________ 
 
Amount to be charged: _______________ 
 
Authorized Users: _____________________________ 
 
           _____________________________ 
 
 

I authorize The Florida Dept. of Health in Brevard County to charge the 
above Credit Card at the request of the cardholder or any of the 
authorized users listed above. 
 
 

___________________________________   ______________ 
 Cardholder Signature (Photo ID Required)    Date 
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