CEEDIT CARD AUTHORIZATION FOEMA

The company is pleased to service your healtheare needs. To allow your credit card to be retained on file by your phanmescy, please complete and sign this Credit Card
Anthorizarion Form If you have gquestons sbowt charges to your account, please contact your phameacy.

CUSTOMER INFOEMATION

FIRST HAME LASTHAME EIRTHDATE
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;,_D]]R_Ega ............................................................................................................................................
p— - 5'1':.;1-5 g]p ..................

CEEDT ONFILE PAYNMENT RETHOD
You may elect to have your credit card oo file with Albertson’s by completing the information below. Credit card charges are processed at the tme of semice. I agres to nodfy
Albertson’s of any aedit card changes. 1.2 lost, stolen or new cards and expiration date changes.

Check Card Type: [ ] Visa [ ] MasterCard [ ] Discover [ ] American Express Account Mo Exp. Date
Signamire of Cardholder X Diate

Intemal Uze Cmly
Cardholder Asreement Terms Stare #

By sizning this Credit Cand Awthorization Form, I agres fo be financially responsible for the payment of all prescription and other medications, supplies, and pharmacy serice fieas
incheding, bt not linuted to, delivery and sdmini smative fees provided to the Customer. I agres to provide Albertson’s with amy and all oorrent information regarding presipbdon
IMEUTANCE COVETAZe of Medical assistance programs wmder which the Customer is eligible If the Customer's msurance company of medical assistance program does not pay the
entre balance of an item the balsnce due will be charged to this acoount. I agree to allow Albertson’s to retzin g copy of moy credit card on file
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