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159 East 74th Street, Suite #2 

New York, NY 10021 
(212) 249-7790 

(212) 717-4519 Fax 
 
 
 
 
 
 
Patient Name:________________________________________ 
 
I assume financial responsibility for services rendered by the office of Dr. 
Wayne Winnick and Associates.  I authorize the office of Dr. Winnick and 
Associates to charge my credit card for services rendered.  
 
 
Credit Card #:____________________________________________ 
 
Expiration Date: __________________________________________ 
 
Security Code:____________________________________________ 
 
Billing Address: ___________________________________________ 
_________________________________________________________ 
_________________________________________________________ 
 
Authorization Signature: ____________________________________ 
 
Date:_____________________________________________________ 
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