
Credit Card Recurring Payment Authorization Form

AUTHORIZATION

I authorize Animal Vision Center of Virginia to charge the credit card indicated in this authorization form according to the terms outlined 
above. If the above noted payment dates fall on a weekend or holiday, I understand that the payments may be executed on the next business 
day. I understand that this authorization will remain in effect until I cancel it in writing, and I agree to notify the business in writing of 
any changes in my account information or termination of this authorization at least 15 days prior to the next billing date. This payment 
authorization is for the type of bill indicated above. I certify that I am an authorized user of this credit card and that I will not dispute the 
scheduled payments with my credit card company provided the transactions correspond to the terms indicated in this authorization form.

Schedule your payments to be automatically charged to your credit card.  Just complete and sign this form to get started!

RECURRING PAYMENTS CAN MAKE YOUR LIFE EASIER:
• It’s convenient (saving you time and postage)
• Your payment is always on time (even if you’re out of town), eliminating late charges
• You can get Rewards Points for paying your bill

HERE’S HOW RECURRING PAYMENTS WORK:
You authorize regularly scheduled charges to your VISA, MasterCard, American Express, or Discover card. You will be charged
each billing period for the total amount due for that period. A receipt will be emailed to you and the charge will appear on your
credit card statement. You agree that no prior-notification will be provided if the total payment does not exceed an agreed
upon amount. If your bill is more than that amount, or the payment date changes, you will receive notice from us at least 10
days prior to the payment being collected.

Client Signature: Date:

Account Type:            Visa          MasterCard          American Express         Discover

Cardholder Name:

Account Number:

Expiration Date:                  CVV: (3 digit number on back of Visa/MC, 4 digits on front of AMEX)

I                                                                                         authorize Animal Vision Center of Virginia to charge my credit card indicated

below up to                      on the                     of each                            for payment of my                                                                    .

Billing Address: City, State, Zip: 

Email Address: Phone Number:

 [ Print Full Name ]

[ Day / Date ]  [ Frequency ]  [ Type of Bill ][ $ Amount ]

Phone (757) 749-4838
Fax     (757) 932-9325
AnimalVisionCenterVA.com

So they can see a better life.

520 Constitution Drive, Virginia Beach, VA 23462 
228 Mount Pleasant Road, Chesapeake, VA 23322

MEDICATIONS YOU WOULD LIKE REFILLED:

WHEN MY PRESCRIPTION IS READY, I WOULD LIKE TO:

Pick it up from Animal Vision Center of Virginia

Pick it up from a pharmacy of my choosing

Street Address:  ______________________________ City:  _____________________ State:  _____    Zip:  ________

Type of Credit Card:  _________________   Number:  ____________________     Exp. Date:  _____    CV code:  ________

Name of Medication:

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

Quantity:

______________________________________________________  

______________________________________________________  

______________________________________________________  

______________________________________________________  

______________________________________________________

OWNER’S NAME:

______________________________________________________

PATIENT’S NAME:

______________________________________________________

PHONE NUMBER:

______________________________________________________

PATIENT BREED:

______________________________________________________

Phone (757) 749-4838
Fax (757) 932-9325
AnimalVisionCenterVA.com

So they can see a better life.

Prescription Refill Form

You may request a medication refill by calling the office directly, submitting this form online, or by filling 

out and faxing this form to (757) 932-9325. Please allow at least 1 business day to process your refill request. 

All refill requests will be evaluated and approved by Dr. Heather, or an Animal Vision Center of Virginia 

team member, based on Dr. Heather’s written prescription in the patient file.

Please note:  By law, we can only refill medications up to 1 year following the last examination date.  Many 

conditions require more frequent evaluation for medication titration, and will be refilled up to the date of the 

recommended recheck evaluation. 

SIGNATURE ______________________________________________________________________ DATE:   ___________________

521 Old Great Neck Road, Suite 2
Virginia Beach, VA 23454

Pharmacy Phone Number:Pharmacy Name:

Have my prescription mailed to my residence (note a $7 shipping fee)

MEDICATIONS YOU WOULD LIKE REFILLED:

WHEN MY PRESCRIPTION IS READY, I WOULD LIKE TO:

Pick it up from Animal Vision Center of Virginia

   Pick it up from a pharmacy of my choosing

Street Address:  ______________________________ City:  _____________________ State:  _____    Zip:  ________

Type of Credit Card:  _________________   Number:  ____________________     Exp. Date:  _____    CV code:  ________

Name of Medication:

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

Quantity:

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

OWNER’S NAME:

______________________________________________________

PATIENT’S NAME:

______________________________________________________

PHONE NUMBER:

______________________________________________________

PATIENT BREED:

______________________________________________________

Phone (757) 749-4838
Fax (757) 932-9325
AnimalVisionCenterVA.com

So they can see a better life.

Prescription Refill Form

You may request a medication refill by calling the office directly, submitting this form online, or by filling 

out and faxing this form to (757) 932-9325. Please allow at least 1 business day to process your refill request. 

All refill requests will be evaluated and approved by Dr. Heather, or an Animal Vision Center of Virginia 

team member, based on Dr. Heather’s written prescription in the patient file.

Please note: By law, we can only refill medications up to 1 year following the last examination date.  Many 

conditions require more frequent evaluation for medication titration, and will be refilled up to the date of the 

recommended recheck evaluation. 

SIGNATURE  ______________________________________________________________________  DATE:   ___________________

521 Old Great Neck Road, Suite 2
Virginia Beach, VA 23454

Pharmacy Phone Number:Pharmacy Name:

Have my prescription mailed to my residence (note a $7 shipping fee)

Pick it up from Animal Vision Center of Virginia - Virginia Beach (520 Constitution Dr)

Pick it up from Animal Vision Center of Virginia - Chesapeake (228 Mt. Pleasant Rd)
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