
Credit Card Payment 
July 2015 

 
841 Bishop St., Suite 150 | Honolulu, HI 96813 

 

 
 

Credit card payment – After completing this form, email, fax or deliver to Professional Image. 

 

Date Information Completed:       ___  ________  __________        

Client Name:*       _______________________________________  

Charge authorized by (full name and company name): 

       ________________________________________  

Email address and/or phone #*:       ________________________________________  

 

Name as printed on the card:*       _______________________________________  

Complete billing address: *       _______________________________________  

  ____________________________________________  

Card type:*  VISA             MasterCard            AMEX     Discover 

Card number:*       _______________________________________  

Exp date (month/year):*       ___                    Security Code:*           

Signature:*  ____________________________________________  

 

* FIELDS WITH AN ASTERISK (*) DENOTES REQUIRED INFORMATION.  PAYMENT CANNOT PROCESS WITHOUT THEM. 

 

By submitting this form, you are authorizing Professional Image to hold on file and charge this card as instructed.  If you 

agree, please Sign AND Date below.  By signing below, you are stating that you are the rightful card holder of the credit 

card account. 

 

 

 Sign and Date:  ________________________________________________________________________  

 

 

       Phone No: (808) 721-2611    E-mail:  samore@proimagehawaii.com       Fax No: (808) 532-7575 
 


